STATE OF DELAWARE
COMPREHENSIVE PPO PLAN



Discrimination is Against the Law

Thee claims administrator complies with applicable Federal civil rights laws and
does not discriminate on the basis of race, color, national origin, age, disability,
or sex, The claims administrator does not exclude people ar treat them
differently because of race, color, national origin, age, disability, or sex.

The claims administrator:

« Provides free alds and services to people with disabilities to communicate
effectively with us, such as:

- (ualified sign language Interpreters

- Written infermation in other formats (large print, audio, accessible
electronic formats, other formats)

+ Provides free language services to people whose primary language is not
English, such as:

- Qualified interpreters
- Information written in other languages
If you need these services, contact the Civil Rights Coordinator.

If you believe that the claims administrator has failed to provide these services
or discriminated in another way on the basis of race, color, national origin,
age, disability, or sex, including sex sterectypes and gender identity, you

can file a grievance with: Civil Rights Coordinator, PO, Box 22492, Pittsburgh,
PA 15222, Phone: 1-B66-286-8295, TTY: 711, Fax: 412-544-2475, email:
CivilRightsCoordinator@highmarkhealth.org. You can file a grievance in persan
or by mail, fax, or email. If you need help filing a grievance, the Civil Rights
Coordinator is available to help you, You can also file a civil rights complaint
with the LL5. Department of Health and Human Services, Office for Civil Rights
electronically through the Office for Civil Rights Complaint Portal, avallable at
https:yfocrportal hhs.gov/acr/portal fobby jsf, or by mail or phone at:

L5, Department of Health and Human Services
200 Independence Avenue, SW

Room 50%F, HHH Building

Washington, D.C, 20201

1-800-368-1019, 800-537-T697 (TDD}

Complaint forms are available at hitpwwwhhs.govioor/officesfile/index html,

Flease note that your employer — and not the cloims administrator - is entirely
responsifbe for determining member eligibility and for the design of vour plan/
program; including, any exclusion or limitation described in the benefit Bookler,

ATTENTION: If you speak English, language assistance services, free of charge, are
available to you. Call the number on the back of your 1D card (TTY: 711).

ATENCION: Si usted habla espafiol, servicios de asistencia lingiiistica, de forma
gratuita, estan dispenibles para usted, Llame al numere en la parte posterior de
su tarjeta de identificacion (TTY: 711,
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dahinmer uffrufe (TTY: 711).
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ATTENZIONE: se parla italiano, per lei sono disponibili servizi di assistenza
linguistica a titolo gratuito, Contatti il numero riportato sul retro della sua carta
dldentits (TTY: 711).
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ATTENTION: 5i vous parlez francals, les services d'assistance linguistique,
gratuitement, sont a votre disposition. Appelez le numéro au dos de votre carte
didentite (TTY: 711].,

ACHTUNG: Wenn Sie Deutsch sprechen, steht lhnen unsere fremdsprachliche
Unterstiitzung kostenlos zur Verfligung. Rufen Sie dazu die auf der Rlckseite
Ihres Versicherungsauswelses (TTY: 711) aufgeflhrte Nummer an,
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identidade {TTY: 711).

ATENSYON: Kung nagsasalita ka ng Tagalog, may makukuha kang maga libreng
serbisyong tulong sa wika. Tawagan ang numero sa likod ng iyong
IDcard (TTY: 7110,
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(D) kaart (TTY: 711).



WELCOME!

This health care plan has been selected by the State Employee Benefits Committee of the State of
Delaware. The plan benefits are funded by the State of Delaware and are administered by Highmark Blue
Cross Blue Shield Delaware (Highmark Delaware).

Highmark Delaware’ s Comprehensive PPO plan provides the freedom of choice you experience with a
Preferred Provider Organization (PPO) that allows you to receive both in-network and out-of-network
benefits. This plan allows you access to Blue Cross Blue Shield's nationwide network of providers. A
list of these providersisavailable at http://bcbs.com/.

Using in-network providers you will pay asmall copay/coinsurance with no deductible. The in-network
plan year total maximum out-of-pocket (TMOOP) is $4,500 per employee and $9,000 per family.
Coinsurance and copays accrue toward the TMOOP. If you use out-of-network providers, you must meet
a $300 per person/$600 per family plan year deductible, unless otherwise noted. The out-of-network total
maximum out-of -pocket (TMOOP) is $7,500 per person/$15,000 per family per plan year. Deductibles,
coinsurance and copays accrue toward the TMOOP.

The Comprehensive PPO Plan includes coverage for services such asinpatient care, prenatal and
postnatal care, emergency services, mental health and substance abuse treatment, and many outpatient
services, including, but not limited to: labs, x-rays and other imaging services, vision care, chiropractic
and other therapy benefits. For additional information contact Highmark Delaware's Customer Service
staff at 844.459.6452.

This booklet may be viewed at: http://ben.omb.delawar e.gov/medical/bcbs/index.shtml.

This booklet explains your benefits. Please read this booklet carefully and keep it handy.

Use the Table of Contentsto find topics. A list of termsis given at the back of the booklet.

In this bookl et, we sometimes abbreviate terms. For instance:

m  PPO means Preferred Provider Organization

Thisplan paysonly " covered services." Seethe Schedule of Benefitsfor alist of covered services.

This booklet is not acontract. It explains your plan for easy reference. The benefits, terms and
conditions of your plan arein an Account Contract on file with the Statewide Benefits Office, Office of
Management and Budget. The Account Contract isthe final determination of the benefits and rule of
your plan.

Thisbooklet explainsthe benefitsin effect as of July 1, 2017. It replacesall previous booklets.


http://bcbs.com/
http://ben.omb.delaware.gov/medical/bcbs/index.shtml

HINTSTO GET THE MOST FROM YOUR HEALTH CARE PLAN

Always show your 1D card when you need care.
Always follow Highmark Delaware's Managed Care Requirements.
Read this booklet.

Information about claims, including Explanation of Benefits (EOBS) is available at
highmar kbcbsde.com.

Call usif you have any questions!

Remember! If you go to anetwork provider, your benefits are higher.


https://www.highmarkbcbsde.com/

WHEN YOU HAVE QUESTIONS OR COMMENTS

Highmark Delaware wel comes questions, comments or suggestions. We study your commentsto see
how we can improve our service. Cal or write Customer Service anytime you have a concern about
Highmark Delaware' s services, procedures or policies. We'll make every attempt to answer your
questions and resolve any problems within 30 working days.

Here are reasons you may need to cal us:

asking about your plan;

obtaining information about providers;

reporting alost or stolen ID card;

ordering anew ID card;

checking on the status of an approval from the Medical Management and Policy Department;
asking about a claim; and

getting language assi stance.

So that we can learn about our network providers, you may also call or write us when you have a concern
about:

m  accessto providers; and
m the care you received.

To Reach UsBy Phone:
All Cadls: 844.459.6452

Fax: 877.544.8726

To talk to a Customer Service Representative, call 8:00 AM to 7:00 PM Eastern Standard Time (EST),
Monday through Friday.

Y ou can aso get the following information when you call outside the Customer Service Representative
hours. Our automated system (VRU) is available Monday through Friday, 24 hours a day, and Saturday
until midnight EST for:

= enrollment information;
m clams status; and
m |D card requests.

To Reach UsBy Letter:
Writeto:

Customer Service

Highmark Blue Cross Blue Shield Delaware
P. O. Box 1991

Wilmington, DE 19899-1991

To Reach UsIn Person:

You may also visit us at several placesin New Castle, Kent and Sussex Counties. To find out the days,
times and locations, call Highmark Delaware's Customer Service Department at 844.459.6452.



To Reach UsOn The Internet;
Internet Address: highmarkbcbsde.com

To Reach the M edical Management and Policy Department (for Managed Care):

Medical Management and Policy Department
Highmark Blue Cross Blue Shield Delaware
P. O. Box 1991

Wilmington, DE 19899-1991

All Cals: 800.572.2872

Medical Management representatives are available by telephone from 8:00 am. to 4:45 p.m. EST,
Monday through Friday.

To Reach the Behavioral Health Care Department (for Mental Health and Substance Abuse Managed
Care):

Behaviora Hedth Care Department

Highmark Blue Cross Blue Shield Delaware

P. O. Box 1991

Wilmington, DE 19899-1991

All Calls: 800.421.4577


https://www.highmarkbcbsde.com/
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COMPREHENSIVE
PREFERRED PROVIDER ORGANIZATION (PPO)
SCHEDULE OF BENEFITS

The next pages describe what's covered under your Comprehensive Preferred Provider Organization
(PPO) benefit plan. Please read through these pages to make sure you know what's covered. Knowing
what's covered helps you get the most from your health plan.

Many services have limits, copayments, deductibles, coinsurance or total maximum out-of-pocket
(TMOOP). Thelimitsindicated refer to a maximum benefit availablefor a service, not necessarily
the number of daysor visitsdetermined to be medically necessary and appropriate to a particular
condition.

Benefits are also subject to the exclusionslisted in the section, " What isNot Covered." Benefits
and exclusions are described in the next sections. Please read the next sections.

All payments ar e based on Highmark Delawar €' s allowable charge. Highmark Delaware
determinesthe allowable charge.

Preexisting conditions ar e cover ed.

Any limits (such as days or dollar amounts) are combined for In-Network and Out-of-Network care. The
combined limits determine when you reach the maximum.

DEDUCTIBLE/

COINSURANCE IN-NETWORK OUT-OF-NETWORK

Plan year Deductible None $300 per person
$600 per family

Plan year Coinsurance None $1,500 per person
$3,000 per family

Plan year Total Maximum Out-

of-Pocket (TMOOP includes

deductibles and coinsurance).

Once met, plan pays 100% of

covered services for therest of the  $4,500 per person $7,500 per person

benefit period. $9,000 per family $15,000 per family

Note: For an explanation how Plan Year Deductibles, Coinsurance and TMOOP apply to your Out-
of-Networ k benefits, please see the section Copayments, Deductibles, Coinsurance and TMOOP, below.

IN-NETWORK OUT-OF-NETWORK

SERVICE BENEFIT BENEFIT
Preventive Care

= Well Baby Care 100% Covered 80% Covered
= Routine Physical Exams 100% Covered 80% Covered
= Routine Gynecological 100% Covered 80% Covered

Exams

m  Hemoglobin Tests 100% Covered 80% Covered
m  Cholesterol Tests 100% Covered 80% Covered
m  Blood Sugar Tests 100% Covered 80% Covered
m  Blood Antigen Tests 100% Covered 80% Covered
m Lead Poison Screening Tests  100% Covered 80% Covered
m Lab Chargesfor Pap Smear 100% Covered 80% Covered



SERVICE

Blood Occult

Routine Sigmoidoscopy
Routine Colon Cancer
Screening

Barium Enema

Routine Mammogram (3D
mammograms are not covered
as a routine screening)
Routine Immunizations
Routine Vision Exams
Hearing Exams

IN-NETWORK
BENEFIT
100% Covered
100% Covered
100% Covered

100% Covered
100% Covered

100% Covered
Not Covered
100% Covered

Hospital and Other Facility Benefits

Inpatient Hospital

Outpatient Surgery - Hospital

Outpatient Surgery -
Ambulatory Surgery Center

Surgical Facility Care
Skilled Nursing Facility Care

Surgical - Medical Benefits

Surgical Care
Anesthesia

Inpatient Medica
/Consultation Care

Organ Transplants

Infertility Services (limited to
$10,000 per member’s
lifetime)

M ater nity Benefits

Prenatal and Postnatal Care
Inpatient Hospital Care

Birthing Center
Obstetric Care

$100 Copayment per day ($200

maximum per admission) then
covered at 100%.

OUT-OF-NETWORK
BENEFIT

80% Covered

80% Covered

80% Covered

80% Covered
80% Covered

80% Covered
Not Covered
80% Covered

80% Covered

$100 copay per visit, then payable 80% Covered

at 100%. Not subject to
deductible.

$50 copay per visit, then payable

at 100%. Not subject to
deductible.

100% Covered

100% Covered

80% Covered
80% Covered

120 day limit, benefits renew after 180 days without care.

100% Covered
100% Covered

100% Covered

See Benefit Description

75% Covered; coinsurance does

not accrue toward the TM OOP

100% Covered

$100 Copayment per day ($200

maximum per admission) then
covered at 100%.

100% Covered

100% Covered

80% Covered

80% Covered (covered in-network

at network facilities)
80% Covered

See Benefit Description
55% Covered; coinsurance does
not accrue toward the TMOOP

80% Covered
80% Covered

80% Covered
80% Covered



SERVICE

Emergency Services

m  Emergency Ambulance and
Paramedic Services

m  Emergency Facility

m  Medical Emergency Care
(doctor's care in an emergency
facility)

m  Urgent Care Center Visits

IN-NETWORK
BENEFIT

100% Covered

$150 Copayment per visit (waived

if admitted)
100% Covered

$20 Copayment per visit

Therapeutic and Diagnostic Services

Outpatient Care
m  Chemotherapy, Radiation and

Inhalation Therapy, Dialysis
m  Physical Therapy
m  Occupational Therapy
m  Speech Therapy

m  Cognitive Therapy
m  Cardiac Therapy

m  Applied Behavior Analysis

m Lab Tests(Blood Work)

m Imaging Services— such as x-
rays and ultrasounds

m  MRIs, MRASs, CAT scans and
PET scans

Nuclear cardiac imaging.
m  Machine Tests

Inpatient Care
m  Therapeutic Services

m  Diagnostic Services

Other Covered Services
m  Hospice
m  Home Health Care

m  Home Infusion
m [npatient Private Duty
Nursing

100% Covered

85% Covered.
85% Covered.
85% Covered.

OUT-OF-NETWORK
BENEFIT

100% Covered; no deductible
$150 Copayment per visit (waived

if admitted)
100% Covered; no deductible

80% Covered

80% Covered

80% Covered
80% Covered
80% Covered

Physical, Occupational and Speech Therapies: The maximum number
of visits allowed for a specific diagnosisis determined by medical

85% Covered
85% Covered

necessity.

80% Covered
80% Covered

Limited to 3 sessions per week and 12 weeks of treatment. Care
beyond this limit requires medical review and approval.

100% Covered
$10 Copayment per visit
$20 Copayment per visit

Independent Provider: 100%
Covered

Hospital Based: $35 Copayment

per visit
$35 Copayment per visit
100% Covered

100% Covered
100% Covered

80% Covered

80% Covered
80% Covered

80% Covered

80% Covered

80% Covered

80% Covered
80% Covered

100% Covered for upto 365 days 80% Covered for up to 365 days.

100% Covered 80% Covered
Limited to 240 visits per plan year.

100% Covered 80% Covered

100% Covered 80% Covered

Limited to 240 hoursin a 12-month period.



SERVICE

Doctor's Home/Office Visits
Doctor's Nursing Home Visits

Telemedicine Services
Specialist/Referral Care
(including eye care and
refractions for medical

treatment and management of
eye conditions or diseases, as

well as vision training)
Diabetic Education
Nutritional Counseling
Allergy Tests

Allergy Treatment
Chiropractic Care

Durable Medical Equipment

Hearing aids

Care for Morbid Obesity

Office Visitsand Labs
Bariatric Surgery

IN-NETWORK OUT-OF-NETWORK

BENEFIT BENEFIT
$20 Copayment per visit 80% Covered
100% Covered 80% Covered
$20 Copayment per visit Not Applicable
$30 Copayment per visit 80% Covered

Vision Training: The maximum number of visits alowed for a
specific diagnosisis determined by medica necessity.

$30 Copayment per visit 80% Covered
$30 Copayment per visit 80% Covered
$30 Copayment per visit 80% Covered
$5 Copayment per visit 80% Covered
85% Covered 80% Covered

Limited to 30 visits per plan year; the number of visits allowed for a
specific diagnosisis determined by medica necessity.

100% Covered 80% Covered
Limited to one hearing aid per ear every 3 years for children less than
24 years of age.
See Benefit Description See Benefit Description
Blue Distinction Center for 55% Covered. Coinsurance does
Bariatric Surgery (BDCBS): not accrue toward the TMOOP

Facility charges -

= Inpatient: $100 Copayment
per day for the first 2 days per
admission, then 100%
Covered.

m  Outpatient: 100% Covered

Professional services -
m  100% Covered.

Coinsurance does not accrue
toward the TMOOP

Non-BDCBS, but in-network:
75% covered.



SERVICE

IN-NETWORK

BENEFIT

The 75% coverage level applies

for the duration of an inpatient

admission, or for al serviceson

the day of an outpatient

procedure, and includes:

= inpatient facility
accommodation and ancillary
charges

= outpatient facility and
ancillary charges

m  al professional services

m al diagnostic & therapeutic
Sservices.

Coinsurance does not accrue
toward the TMOOP.

Mental Health Care and Substance Abuse Treatment

Inpatient Hospital Care

Partial Hospital/Intensive
Outpatient Care

Office Visits

$100 Copayment per day ($200
maximum per admission) then
covered at 100%.

100% Covered

$20 Copayment per visit

OUT-OF-NETWORK
BENEFIT

80% Covered

80% Covered

80% Covered



COPAYMENTS, DEDUCTIBLES, COINSURANCE AND TMOOP

In the Schedule of Benefits, we refer to copayments, deductibles, coinsurance and TMOOP. These
amounts are your share of payment. These terms are described below.

COPAYMENTS

A copayment is an amount you pay at the time you have care. After the copayment, careis paid
at 100%. Copayments apply only to certain services. See the Schedule of Benefits for alist of
services with a copayment.

Here's how copayments work:

= You pay only one copayment to the same provider in the same day.

= If you see more than one provider the same day, you pay copayments to each provider.

Copayments should be paid at thetime you receive care.

IN-NETWORK TOTAL MAXIMUM OUT-OF-POCKET

Y our In-Network benefits have a $4,500 plan year total maximum out-of-pocket (TMOOP) per

person. This applies when the out-of-pocket maximum adds up to $4,500. Then, we pay 100%
for al enrolled members for the rest of the year. The 100% is based on the Highmark Delaware
allowable charge.

Y ou aso have a $9,000 plan year family TMOOP. This applies when two family members each
meet their $4,500 TMOORP (totaling $9,000). Then, we pay 100% for all enrolled members for
the rest of the year. The 100% is based on the Highmark Delaware allowable charge.

OUT-OF-NETWORK DEDUCTIBLE AND TMOOP

Y our Out-of-Network benefits have a $300 plan year deductible per person. Y ou must pay the
first $300 of allowable charges for services.

Y ou also have a $600 plan year family deductible. This applies when two family members each
meet their $300 deductible (totaling $600). Then, no more deductibleis taken for al enrolled
family members for the rest of the year.

After the deductible is met, most Out-of-Network benefits are paid at 80% of the Highmark
Delaware alowable charge. This means the difference of 20% is your coinsurance payment.

Y our Out-of-Network benefits have a $7,500 plan year TMOOP per person. This applies when
the TMOORP adds up to $7,500. Then, we pay 100% for the rest of the year. The 100% is based
on the Highmark Delaware alowable charge.

Y ou have a $15,000 plan year family TMOOP. This applies when two enrolled family members
each meet their $7,500 TMOORP (totaling $15,000). Then, we pay 100% for all enrolled members
for therest of the year. The 100% is based on the Highmark Delaware allowable charge.

NOTE: An excess deductible or TMOOP may be taken. This can happen when more than two
family members submit claims. Some claims for other family members may have been applied to
the deductible or coinsurance before the family limitswere met. If you think this has happened,
call Customer Service. We'll research your case. If needed, wel'll correct your claims.



TMOOP

Thetotal maximum out-of -pocket, as mandated by the federal government, refers to the specified
dollar amount of deductible, coinsurance and copays incurred for network covered servicesin a
benefit period. Please note that coinsurance for fertility and bariatric services does not apply
towards this TMOOP.

When the specified individual dollar amount is attained by you, or the specified family dollar
amount is attained by you or your covered family members, Highmark Delaware begins to pay
100% of all covered expenses and no additional coinsurance or copaymentswill be incurred for
covered servicesin that benefit period. See the Schedule of Benefits for the total maximum out-
of-pocket. The total maximum out-of-pocket does not include amounts in excess of the plan
allowance.

HOW THE DEDUCTIBLE AND COINSURANCE WORK
Example #1.

Suppose you have Out-of-Network medical expenses of $50.00 in allowable charges. Here's how
your Out-of-Network deductible would be reduced:

Y our Out-0f-Network deduCtibI€ iS.........ueviieiieereicees e $300
LesS: YOUr MEdiCal EXPENSES........cuciiueirieisieesieesteestesesteses e se e se e sesaesesaesessesesaesesnns $50
Equals: The amount you still have to pay to meet your Out-of-Network deductible: ... $250

Example #2:

When you meet your deductible, your Out-of-Network benefits are paid at 80% of allowable
charges. This means your coinsuranceis 20% (100% - 80% = 20%). Suppose you've met your
deductible, and have Out-of-Network medical expenses of $500 in allowable charges. Here's
how your Out-of-Network TMOOP is reduced:

Y our OUt-Of -NEEWOIK TIMOOP IS, ...t eee e eeeeeeeeeeaeeeaeeeeeeneesneneaeeeeenns $7,500
Less: Y our coinsurance times the medical expenses (20% X $500) .......cccceovvervreerene. $100
Equals: The amount of coinsurance you still have to pay to meet

your Out-0f -NEtWOrK TIMOOP: ......c.cieieieriieieisiesisie e saesessese e $7,400

When you meet your Out-of-Network TMOOP, Out-of-Network benefits are paid at 100% of
allowable charges for the rest of the plan year.

Example# 3

Except for bariatric surgery, when you use a non-participating provider, benefits are paid at the
out-of-network benefit level.

Since the doctor does not participate with the Highmark Delaware, benefits are limited to
Highmark Delaware' s alowable charge. The amount above Highmark Delaware' s allowable
chargeisyour .......... responsibility, and the doctor can balance hill you directly.

Suppose an out-of -network, non-participating surgeon charges $8,000. Since he does not
participate with Highmark Delaware, the claim will be subject to the $300 deductible, and the
plan will pay 80% of the Highmark Delaware allowable charge:

Highmark Delaware's allowable charge for thiS Service: .......ocovveeevvieeceicieee $2,000
LessYoUr dedUCLIDIE: .........oceeececeece et 300



0 1 S 1,700

Less your coinsurance amount (20% X $1700) .........ccuruererererererenmeereeeseee e 340
Equals the amount that Highmark Delaware will pay: .......cccocvveevenie e $1,360
Your total liability:

D=0 [0 11 =P S $ 300
COINSUIrANCE @IMOUNL: .....vevetistesieteseesesie st stesee e e sse b sbesee s e s e e ssesbesbesbesee s eneenennens 340
Amount above Highmark Delaware allowable charge for this service: ................... 6,000
EQUEIS. ..ttt renenaens $6,640

WHAT'SNOT INCLUDED IN THE TMOOP

The TMOOP does not include:
m coinsurance you pay for artificial reproductive technologies (in-network or out-of-network)

m coinsurance you pay for bariatric surgery (in-network or out-of-network)

CARRYOVER AND PRO-RATION

There is no carryover into a subsequent plan year of any copayments, deductibles, or TMOOP
from a previous plan year. Thereisno pro-ration of deductibles or TMOOP if you are enrolled in

the plan for part of the year.



MEMBER SERVICES

As aHighmark Delaware member, you have access to awide range of readily available health education
tools and support services.

HIGHMARK DELAWARE WEBSITE

As aHighmark Delaware member, you have awealth of health information at your fingertips. It's
easy to access al your online offerings. Whether you are looking for a health care provider or
managing your claims, want to make informed health care decisions on treatment options or lead
ahedlthier lifestyle, Highmark Delaware can help with online tools and resources.

Go to https://www.highmar kbcbsde.com/. Then click on the "Members' tab and log in to your
homepage to take advantage of these resources.

BLUESON CALL®™-24/7HEALTH DECISION SUPPORT

Just call 1-888-BL UE-428 (1-888-258-3428) to be connected to a specially-trained wellness
professional. You can talk to a Health Coach whenever you like, any time of the day, any day of
the week.

Health Coaches are specialy-trained registered nurses, therapists and other medical professionas
who can help you make more informed health care and self-care (when appropriate) decisions.
They can assist with a health symptom assessment, provide health-related information, and
discuss your treatment options. Please be assured that your discussions with your Health Coach
are kept strictly confidential.

Help with common illnesses, injuries and questions
Health Coaches can address any health topic that concerns you:

= Everyday conditions, such asarash, an earache or asprain
= A recent diagnosis you've received

= A scheduled medical test

= Planned surgery or other medical procedure

= Questionsto ask your doctor at your next appointment

= How to carefor achild or elder

You don't have to beill to talk to a Health Coach. Call to learn about programs and other
resources available to help-you manage:

= Stress = Physica activities
= Personal nutrition = |nsomnia
=  Weight management = Depression

Help with chronic conditions

If you have diabetes, asthma, congestive heart failure, chronic obstructive pulmonary disease or
coronary artery disease, you need to manage your condition every day in order to stay heathy and
avoid hospital stays. That means keeping track of medications, tests, doctor appointments and
your diet. Y our Blues On Call Health Coach can help you work more closely with your doctor
and get more involved in taking good care of yourself. Y ou can even establish a relationship with
a specific Health Coach arid schedule time talk about your concerns and conditions.


https://www.highmarkbcbsde.com/

BABY BLUEPRINTS®
If you are pregnant, now isthe time to enroll in Baby BluePrints.

If you are expecting a baby, thisis an exciting time for you. It's also atime when you have many
guestions and concerns about your health and your devel oping baby's health.

To help you understand and manage every stage of pregnancy and childbirth, Highmark Delaware
offers the Baby BluePrints Maternity Education and Support Program.

By enrolling in this free program you will have access to online information on all aspects of
pregnancy and childbirth. Baby BluePrints will also provide you with personal support from a
nurse Health Coach available to you throughout your pregnancy.

Enrollment iseasy! Just call toll-free at 1-866-918-5267. Y ou can enroll at any time during your
pregnancy.
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HOW TO USE YOUR COMPREHENSIVE PPO BENEFITS

In this section, we describe how the Comprehensive PPO plan works. Please read these rules carefully.
Cdll usif you have any questions.
TWO LEVELSOF BENEFITS

With the Comprehensive PPO plan, you can receive two levels of benefits:

= With In-Network benefits, your careis covered at the highest level.
= With Out-of-Network benefits, coverageis reduced. The amount you pay is greater.

HOW TO RECEIVE IN-NETWORK BENEFITS

To receive In-Network benefits, see a network provider when you need care. The network
providers are listed in the Provider Network Directory or online at highmar kbcbsde.com. If you
receive carewithout using a network provider, your benefitsarereduced. Thismeans, your
share of payment is greater!

You must also follow Highmark Delaware's Managed Car e Requirementsto avoid
penalties.

Some network providers are not approved by usto give all health services at the In-Network
level. For example, anetwork hospital may not be approved as a network provider for outpatient
lab tests. Y ou should aways check the Provider Network Directory before you have care.

HOW TO RECEIVE OUT-OF-NETWORK BENEFITS

With Out-of-Network benefits, you may see any provider you choose. There are higher
deductibles, coinsurance and TMOOP. This means your share of payment is greater. Y ou must
also follow Highmark Delawar €' s Managed Car e Requirementsto avoid penalties.

If you choose to see an out-of network provider, there are ways to save money. Many doctors
and other providers contract with Highmark Delaware. These providers agree to accept
Highmark Delaware's allowable charge as full payment. They are called " participating
providers." They cannot bill you more than our allowable charge, even if their normal chargeis
higher. And, these providers file claims with Highmark Delaware for you. So, you don't need to
complete claim forms.

Non-participating providers don't have contracts with Highmark Delaware. They may bill for
amounts over our allowable charge. Besureto ask if your provider participateswith
Highmark Delaware.

EXCEPTIONSTO THE COMPREHENSIVE PPO RULES

Here are some instances when you don't have to use a network provider. You'll still get benefits
at the In-Network level. Please be careful when you read the following. It'simportant that you
understand the exceptions. Call Customer Service at 1-800-633-2563 if you have questions.

EMERGENCY CARE

If you need emergency care, go to the nearest emergency provider. Benefits will be paid at the
same level both In-Network and Out-of-Network, at Highmark Delaware's alowable charge. See
the Emergency and Urgent Care section for more information.
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OUTPATIENT LAB AND IMAGING TESTS

Usually you'll need to go to a network lab or imaging provider. However, sometimes a network
provider will give you alab or imaging test in the course of other treatment. For example:

m Lab and imaging tests done during outpatient surgery are paid at the in-network level if the
surgical facility isanetwork provider.

m X-raysdonefor oral surgery are paid at the in-network level if the surgeon is a network
provider. See Surgical Benefits to see when oral surgery is covered.

m Lab and imaging tests done as part of hospice or home health care are paid at the in-network
level. Thesetests must be billed by the provider.

m Imaging done and billed by a network orthopedic doctor is paid at the in-network level.
Use of Provider for Laboratory Services

Labcorp is the designated freestanding network provider for out-patient laboratory servicesin
Delaware. Highmark Delaware members, hospitals, and physicians must use the designated
network provider of laboratory services for claims to process at the in-network level. Asisthe
case for any service, members may be responsible for the difference between the billed amount
and the amount paid by Highmark Delaware when an out-of -network provider is utilized. If a
member lives and receives services outside of Highmark Delaware’ s service area, thelocal Blue
Plan’s provider network contract will apply.

OUT OF AREA SERVICES

Y ou can use other Blue Cross Blue Shield provider networks when you have care outside
Highmark Delaware's provider area. If you use an Out-of-Area network provider, your benefits
will be paid In-Network. When you need out-of-area care, call 800.810.BLUE (800.810.2583) to
find out which providers are in the network.

THE BLUECARD® PROGRAM

Follow these five easy steps for health coverage when you' re away from home in the United
States:

1) Always carry your current Highmark Delaware ID card.

2) Inanemergency, go directly to the nearest hospital

3) Tofind names and addresses of nearby doctors and hospitals, visit the BlueCard Doctor and
Hospital Finder or call BlueCard Access® at 800.810.BLUE (800.810.2583).

4) Call Highmark Delaware for pre-certification or prior authorization, if necessary (refer to the
phone number on your Blue Plan ID card).

5) When you arrive at the participating doctor’s office or hospital, simply present your
Highmark Delaware ID card.

After you receive care:
= You should not have to complete any claim forms.

= You should not have to pay up front for medical services, other than the usual out-of-pocket
expenses (non-covered services, deductible, copayment, coinsurance and TMOOP).
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If your claimis subject to out-of -pocket expenses, Highmark Delaware will send you an EOB
showing these amounts. If there are no out-of-pocket expenses, the EOB will be available at
highmarkbcbsde.com.

THE BLUECARD WORL DWIDE® PROGRAM

When you are a Blue™™ member, you take your healthcare benefits with you when you are abroad.
Through the BlueCard Worldwide® program, you have access to medical assistance services,
doctors and hospitals when traveling or living outside of the United States, Puerto Rico, and U.S.
Virgin Idands.

When You Need Healthcare Outsidethe U.S., Puerto Rico and U.S. Virgin Islands

1)
2)

3)

4)

5)

6)

Always carry your Blue Cross and Blue Shield ID card.

Contact your Blue Plan before leaving as your health care benefits may be different outside
the U.S., Puerto Rico and U.S. Virgin Islands.

In an emergency, go directly to the nearest hospital or doctor. Call the BlueCard Worldwide
Service Center if hospitalized.

If you need to locate a doctor or hospital, or need medical assistance services, call the
BlueCard Worldwide Service Center at 1.800.810.BLUE (2583) or call collect at
1.804.673.1177, 24 hours aday, seven days aweek. An assi stance coordinator, in conjunction
with amedical professional, will arrange a physician appointment or hospitalization, if
necessary.

Call the BlueCard Worldwide Service Center at 1.800.810.2583 or collect at 1.804.673.1177
when you need inpatient care. In most cases, you should not need to pay upfront for inpatient
care at BlueCard Worldwide hospitals except for the out-of-pocket expenses (noncovered
services, deductible, copayment and co-insurance) you normally pay. When cashless accessis
arranged, the hospital will submit your claim on your behalf.

Call your Blue Plan for precertification or prior authorization, if necessary. Refer to the
phone number on the back of your 1D card.

Claims Filing and Payment Information

For inpatient careat a BlueCard Worldwide hospital that was arranged through the
BlueCard Worldwide Service Center, you should only pay the provider the usual out-of-
pocket expenses (noncovered services, deductible, copayment and coinsurance) when
cashless access is arranged. The provider files the claim for you.

For all outpatient and professional medical care, you pay the provider and submit a
claim. You may also have to pay the hospital (and submit a claim) for inpatient care obtained
from a non-BlueCard Worldwide hospital or when inpatient care was not arranged through
the BlueCard Worldwide Service Center.

The Medical Assistance vendor offersthefollowing services:

Responds to general call from members

Provides referral for non-medical situation (for example, will provide alist of providers)
Provides telephone trandations

Provides medical referras

Performs medical monitoring of inpatient care.
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MANAGED CARE REQUIREMENTS

The benefits provided under this plan are subject to Highmark Delaware’ s managed care requirements.
These requirements are described below, and are administered by Highmark Delaware's Medical
Management and Policy Department (MMP).

MEDICAL MANAGEMENT SERVICES
Determining Care Coverage

For benefits to be paid under your Comprehensive PPO plan, services and supplies must be
considered “Medically Necessary and Appropriate.”

Highmark Delaware’ sMMP, or its designated agent, is responsible for ensuring that quality care
is delivered to members within the proper setting, at the appropriate cost and with the right
outcome.

MMP or its designated agent will review your careto assureit is“medically necessary and
appropriate.” Such care:

is consistent with the symptom or treatment of the condition;

meets the standard of accepted professional practice;

is not primarily for anyone's convenience;

isthe most appropriate supply or level of care safely provided, and

is not more costly than an aternative service or sequence of services at least aslikely to
produce equival ent therapeutic or diagnostic results as to the diagnosis or treatment of that
patient'sillness, injury or disease.

A Summary of Highmark Delawar €' s Car e/Utilization Process

To help ensure that careis provided in the appropriate setting, MM P administers a care utilization
review process comprised of prospective, concurrent and retrospective reviews. In addition, MMP
conducts discharge planning. These activities are conducted via telephone or on-site by an MMP
nurse working with a physician advisor who isin direct contact with the member’ s physician.

Hereisa brief description of these review procedures:

Prospective Review:

Prospective review, also known as precertification or pre-admission review, begins once a request
for inpatient servicesis received. Requests can be for inpatient hospital care (for medical, mental
health and substance abuse diagnoses) and for skilled nursing facility care.

After receiving the request for inpatient hospital or skilled nursing services, the MMP nurse:

= Gathersinformation needed to make a decision, including patient demographics, diagnosis,
and plan of treatment;

=  Confirmscareis"Medically Necessary and Appropriate”;

= Authorizes care or refersto a physician advisor for a determination;

= When required, assigns an appropriate length of hospital stay.

Emergency and Mater nity Admissions

For emergency admissions, you must call uswithin 48 hours of admission. If you can't call
yourself, your provider, afamily member or afriend may call us. Highmark Delaware will
review the admission. If approved, we'll assign an initial length of stay.
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Maternity admissions don’t require Highmark Delaware’ s prior authorization. However,
extended hospital stays must be authorized.

Y our doctor should call us at least two weeks before the admission.
Concurrent Review

Concurrent review occurs during the course of inpatient hospitalization and is used to ensure
appropriateness of admission, length of stay and level of care at an inpatient facility.

The MMP Nurse:

= Contactsthefacility’s utilization reviewer;

= Checks the member’s progress and ongoing treatment plan;

» Decides, when necessary, to either extend the member’s care, offer an alternative level of
care, or refer to the physician advisor for further determination of care.

Discharge Planning

Discharge planning is areview of the case to identify the member’ s discharge needs. The process
begins prior to admission and extends throughout the member’ s stay in afacility. Discharge
planning ensures continuous, quality care and is coordinated with input from the member’s
physician.

To plan effectively, the MM P nurse assesses the member’s:

Level of function pre- and post-admission;

Ability to perform self-care;

Primary caregiver and support system,;

Living arrangements pre- and post-admission;

Special equipment, medication and dietary needs;
Obstacles to care;

Need for referral to case management or disease management
Availability of benefits or need for benefit adjustment.

Retrospective Review

Retrospective review occurs when a service or procedure has been rendered prior to MMP
notification.

Case Management Services

When amember isinjured, serioudly ill or considering certain types of surgery, Case
Management may begin a collaborative process that involves MM P and case managers, the
member, their family or significant others, physicians and ingtitutional providers. Using
communication, education and available resources, Case Management assesses plans,
implements, coordinates, monitors and evaluates all of the options and services required to meet
the member’ s health needs, always with the goal of enabling the member to reach optimum
recovery in atimely manner.

Preauthorization for Other Services

In addition to inpatient care, certain other services require preauthorization by Highmark
Delaware. Theseinclude:

= Certain outpatient hospital surgical procedures, including hysterectomy and laminectomy
(lower back surgery)
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» bariatric surgery

= advanced radiology (Some examplesinclude: CAT and PET scans, MRIs, and MRAYS)

= assisted reproductive technol ogies, and

= certain home health services.

The member's primary physician or any other network specialist is responsible for obtaining
preauthorization for any service that requiresit.

AUTHORIZATION FOR URGENT CARE SERVICES

Y ou do not need to obtain prior authorization (for those services that requireit) from Highmark
Delaware, for servicesthat your physician considers to be urgent, if these services are obtained
outside of Highmark Delaware's normal business hours (8:00 AM to 4:45 PM), over the weekend
or during holidays. See the definition of Urgent Care in the Emergency and Urgent Care section,
below. You must contact Highmark Delaware for post-service authorization for these services
within two business days following your care.

Carein an urgent care center/medical aid unit doesnot require prior authorization. You
may accept or reject the optional benefits. If you reject the optional benefits, you are still entitled
to benefits under this plan.

USE OF PARTICIPATING PROVIDERS

All providers who participate with Highmark Delaware have agreed to follow Highmark
Delaware's managed care requirements. In circumstances where an authorization for aserviceis
required, the participating provider cannot bill you unless:

m Highmark Delaware' s authorization requirements were followed,

m the service was not authorized, and

m  having been informed of Highmark Delaware’' s decision, you chose to have the service
anyway, and agreed in writing to be responsible for payment.

Non-participating providers and provider soutsidethe Highmark Delawar e service area
may not know about the requirements. It'sup to you to call Highmark Delawar e at
844.459.6452 if you have carethat requires authorization. If therequirementsaren't
followed, you may be billed 100% of the charges.

GENERAL CONDITIONS

m  Highmark Delaware does not pay for servicesthat are not covered, even when the Medical
Management and Policy or Behaviora Heath Department authorizes, for example, an
inpatient admission, except for optional benefits authorized by Highmark Delaware through
individual case management.

= |f you do not comply with the managed care requirements, Highmark Delaware will reduce or
deny payment. However, upon appeal Highmark Delaware reserves the right to approve
payment for care that was not authorized in advance but is subsequently determined to have
been medicaly necessary.

= Any payments you must make because you or your provider fail to follow the managed care
requirements are not credited toward any deductible, coinsurance or TM OOP requirement.

= Youdon't need to follow Highmark Delaware's managed care requirements if thisplanis
secondary. See the section, Coordination of Benefits, for more information.
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APPEALS

Y ou may disagree with a decision either the Medical Management and Policy or Behavioral
Health Department makes. If you disagree, you may file awritten appeal with us. Seethe
section, A Guide To Filing Claims and Appeals, for more information.
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PREVENTIVE SERVICES

Check the Schedule of Benefits for benefit levels and any limits that may apply.
Follow managed carerequirementsto get the highest benefit!

PREVENTIVE SERVICES

Highmark Delaware promotes preventive care to help you stay well. We administer these
benefits according to Highmark Delaware's Preventive Health Guidelines materials. These
materials contain details of when we pay for preventive care, and they are available online at
highmarkbcbsde.com. All the terms and conditions of your benefit plan apply to the Preventive
Health Guidelines materials.

In-network preventive careis provided at 100% of the allowable charge.

Please note: Highmark Delawar e hasthe right to change these benefitsat any time. Claims
for care provided for preventive services submitted with a medical or family history
diagnosis are paid at the diagnostic benefit level.

EXAMINATIONS
Benefits are provided for:

m  well baby care;
m routine physical exams; and
m  routine GYN exams and Pap smears.

TESTSAND SCREENINGS
Some examples of covered routine tests, screenings and counseling are:

blood antigen test for prostate cancer;

blood occult;

blood sugar test;

cholesterol test;

colon cancer screening;

flexible sigmoidoscopy;

hemoglobin test;

lead screening;

mammogram, not including a routine 3D mammogram. A 3D mammogram is not covered as
a preventive screening but is covered as adiagnostic benefit. An example of medical
necessity would be for someone with adiagnosis related to breast cancer. Physicians do not
need to obtain prior-approval from Highmark to order 3D mammograms for diagnostic
purposes.

osteoporosis screening;

alcohol misuse, and tobacco use and tobacco-caused disease counseling;

depression screening for adolescents and adults; and

tuberculin testing.

ROUTINE IMMUNIZATIONS
Some examples of covered routine immunizations are:

m  DTaP and combinations (diphtheria, pertusss, tetanus);
m  HepatitisA;
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Hepatitis B;

Hib (haemophilus influenza);
Influenza;

IPV (polio);

Meningitis;

MMR (measles, mumps, rubella);
Pneumococcal;

Td (Tetanus); and

Varicella (chickenpox) vaccine,

Immunizations considered by Highmark Delaware to be experimenta are not covered.

PREVENTIVE COVERAGE FOR WOMEN
Certain benefits will be covered with no cost sharing to the member, including:

m  contraceptives covered under the medical/surgical benefit, including:
= injections, such as Depo-Provera.
= implantableintra-tubal occlusion devices, IUDs, cervical caps and diaphragms

m  sterilization procedures, such astubal ligation, by a physician.
= well women visits: two preventive visits and two OB/GY N visits per year.

m  HPV Test: covered once every 3 years for women age 30 and older, or annually if Pap test
yields other than normal results.

m  screening for gestational diabetesin pregnant women between 24 and 28 weeks of gestation,
and at the first prenatal visit for pregnant women at high risk for diabetes.

m two counseling session per plan year for sexually transmitted infections (ST1s) including the
human immunodeficiency virus (HIV)

m breastfeeding Supplies: Breastfeeding equi pment in conjunction with each birth.
Breastfeeding equipment includes breast pumps and supplies.

For more information about these and other preventive services, please refer to Highmark
Delaware' s Preventive Health Guidelines at highmar kbcbsde.com.

ROUTINE HEARING EXAMS

Hearing exams are covered as part of aroutine physical exam. Visitsto a specialist or audiol ogist
are covered under Specialist Care.

DIABETES PREVENTION PROGRAM

Benefits are provided for those Members meeting certain medical criteria of having a high risk of
devel oping type 2 diabetes when enrolled in a Diabetes Prevention Program that is delivered by a
Diabetes Prevention Provider. Coverageislimited to one (1) enrollment in a Diabetes Prevention
Program per year, regardless of whether the Member compl etes the Diabetes Prevention Program.

To learn more about these program options, log in to your member website at highmarkbcbsde.com.
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HOSPITAL AND OTHER FACILITY BENEFITS

Check the Schedul e of Benefits for benefit levels and any limits that may apply.
Follow managed carerequirementsto get the highest benefit!

INPATIENT HOSPITAL CARE

Your careis covered for the following services when you're in the hospital. Please check the
Schedule of Benefits for any day limits.

Room And Board

Room and board, special diets and general nursing care are covered. Payment is made at the
semiprivate room rate. If you have a private room, you pay the extra charge above the
semiprivate rate. We cover private rooms only when medically necessary. We aso cover
intensive care when medically necessary.

Other Hospital Care
When medically necessary, we cover:

use of operating room and recovery room;
drugs listed in the U.S. Pharmacopoeia or National Formulary;
m therapy:
= chemotherapy by adoctor;
= infusion therapy;
= occupational therapy as called for in your doctor's treatment plan when:
= needed to help your condition improve in areasonable and predictable time; or
» needed to establish an effective home exercise program.
= physical therapy as called for in your doctor's treatment plan when:
= done by adoctor or licensed physical therapist; and
» needed to help your condition improve in areasonable and predictable time; or
» needed to establish an effective home exercise program.
= radiation therapy for cancer and neoplastic diseases;
= inhaation therapy by a doctor or registered inhalation therapi<t;
= speech therapy, when:
= doneby alicensed or state certified speech therapist; and
= ordered by adoctor; and
» doneto improve speech impairment caused by:
= disease
trauma;
= congenital defect, or
= recent surgery.
= cognitive therapy done by an approved provider. The diagnoses eligible for coverage are:
= stroke with cognitive impairment; or
» head injury or trauma.
= cardiac therapy. Services done on an inpatient and outpatient basis are combined to
determine when the limit ismet. Services must begin within 4 months following certain
serious conditions or procedures.
surgical dressings;
administration of blood or blood plasma (but not blood itself);
machine tests,
imaging exams (such as X-rays);
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m durable medical equipment;
= |abtests; and
m didyss.
MATERNITY CARE
Hospital and Birthing Center careis covered for:

m  pregnancy;

m childbirth; and

®m  miscarriage.

Newborns and Mothers Health Protection Act of 1996 (NMHPA)

This plan conforms with this federal law, which states that group health plans may not restrict
mothers’ and newborns' benefits for a hospital length of stay related to childbirth to less than:

m 48 hoursfollowing avagina delivery, and
m 96 hoursfollowing a cesarean section.

Maternity lengths of stay may be less than the 48 or 96 hours only if both the patient and
physician agree.

NEWBORN CARE
Hospital care for a newborn child is covered, provided the child is enrolled.

See the section entitled "A Guide to Enrollment", Changes in Enrollment (Newbor ns) for more
information.

OUTPATIENT SURGICAL FACILITY
You're covered for minor surgeries done as an outpatient. Surgeries may be done at:
m  hospitds, or
m  approved ambulatory surgical centers.

Denta surgery isnormally only covered when donein a dentist's or an oral surgeon's office.
Denta surgery done in a hospital outpatient department or ambulatory surgical center must be
approved by Highmark Delaware. Please refer to the Dental Surgery description in the section
entitled Surgical and Medical Benefits, below.

EMERGENCY ROOM
You're covered for emergency carein emergency facilities. See the Emergency and Urgent Care
section for more information.

SKILLED NURSING FACILITY

You're covered for confinement in askilled nursing facility. Highmark Delaware must approve
your stay. We may review your stay every 14 days. A confinement includes all admissions not
separated by 180 days. Benefits renew after 180 days without inpatient skilled nursing facility
care.

The plan covers:

m  skilled nursing and related care as an inpatient; and

= rehabilitation when needed due to illness, disability or injury.

The plan doesn't cover intermediate care, rest and homelike care, or custodia care.
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SURGICAL AND MEDICAL BENEFITS

Check the Schedule of Benefits for benefit levels and any limits that may apply.
Follow managed carerequirementsto get the highest benefit!

SURGICAL BENEFITS

Surgical servicesinclude:

m  cutting and operative procedures;
m treatment of fractures and dislocations; and
m  delivery of newborns.

These services can be done;

in hospitals;

in approved ambulatory surgical centers;
at home; and

in the doctor's office.

The allowable charge includes pre- and post- operative care done by surgeons. We don't pay
separate charges for such care.

Dental Surgery

Dental surgery isonly covered for:

m  extracting bony impacted teeth; and

m correcting accidental injuries (to the jaws, cheeks, lips, tongue, roof and floor of mouth).

Such surgery is covered when donein adentist's or an oral surgeon’s office. Dental surgery done
in a hospital outpatient department or ambulatory surgical center must be approved by us.

Coverage is not provided for the extraction of normal, abscessed or diseased teeth or for the
removal, repair or replacement of teeth damaged due to accidenta injuries or disease, even if
such services are necessary to correct other injuries suffered as aresult of accident or disease.

When it is medical necessary, due to amember's physical, intellectual or other medically
compromised condition, for dental services to be performed under general anesthesia outside of a
dentigt's or oral surgeon's office, Highmark Delaware will cover the anesthesia and facility
charges. Highmark Delaware must approve such care at least two business days prior to services
being performed.

Multiple Surgical Procedures

When one doctor does more than one procedure on a patient in asingle day:

m  we provide full contract benefits for the procedure with the highest allowable charge; and
m  we determine coverage for the other procedures using special rules on multiple surgical
procedures.

When a procedure normally done in one stage is done in two or more stages:
= we cover the entire procedure as one stage.

Women’'s Health and Cancer Rights Act of 1998

Thisfederal law requires coverage of mastectomy-related services, provided in a manner
determined in consultation with the attending physician and patient. This coverage includes:
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all stages of reconstruction of the breast on which the mastectomy was performed,;
surgery and reconstruction of the other breast to produce a symmetrical appearance;
prostheses; and

treatment of physical complications of the mastectomy, including lymph edemas.

ANESTHESIA
Anesthesiologist services are covered when medically necessary.

ORGAN TRANSPLANTS
This section describes the coverage for the following human organ transplants:

heart;

lung/lobar lung;

combined heart and lung;
pancreas,

combined pancreas and kidney;
small bowel;

liver;

combined small bowd and liver;
multivisceral;

autologous bone marrow/stem cell;
allogenic bone marrow/stem cell; and
kidney.

Thelevel of coverage for these transplants depends upon the facility where the transplant is
performed:

m  Transplants performed at aBlue Distinction Center for Transplant® (BDCT) are covered at
the level of the member’ s inpatient facility benefit for network providers.
= Any copayments, deductibles, coinsurance and TMOOP apply.
= Thebenefit includes all organ acquisition costs.

m  Transplants performed at non-BDCT, but participating hospitals are covered at the out-of -
network inpatient or outpatient facility and professional service benefit levels.
= Any copayments, deductibles, coinsurance and TMOOP apply.
= Except for kidney and bone marrow/stem cell transplants, the maximum benefit for organ
harvesting and procurement is $10,000 for each cadaveric organ and up to $45,000 for
each organ procured from aliving donor (including harvesting). Maximums are subject to
copayments, deductibles, coinsurance and TMOORP, if any.

m  Thereare no BDCT facilities for kidney transplants. Kidney transplants are covered at the
member’ s benefit plan’ sfacility and professional benefit levels.
= Any copayments, deductibles, coinsurance and TMOOP apply.
= Allowable charges for harvesting/procurement for kidneys are determined by Highmark
Delaware.
= Living donor costs are limited to $50,000 (not including harvesting).

m  Bone Marrow/Stem Cell Transplants are covered at the member’ s benefit plan’ s facility and
professional benefit level.
= Any copayments, deductibles, coinsurance and TMOOP apply.
= Allowable chargesfor donor treatment and harvesting for bone marrow/stem cells are
determined by Highmark Delaware.
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m  Transplants performed a non-participating hospitals are not covered.

m  Travel Reimbursement. For transplantsthat occur at afacility that is located greater than 50
miles from the recipient’s home, the following will be covered during the reimbursement
period:
= $150/day limit for reasonable lodging and meals.
= Ground travel isreimbursed based on the mileage from the recipient’ s home or temporary
lodging to the transplant facility. Reimbursement is cal culated using Highmark
Delaware's current mileage reimbursement rate.

= Airtravel isreimbursed at the price of the airline ticket (coach class).

» Tollsand parking incurred while traveling between recipient’s home or temporary
lodging and transplant facility.

= Thereisa$10,000 aggregate limit for all travel costs.

The reimbursement period begins 5 days prior to atransplant and ends 12 months after the
date of transplant. Reimbursement applies to recipient (adult) and one other person. If the
recipient isaminor, two adults are covered.

If you have questions about Highmark Delaware' s organ transplant policy, please contact the
Medical Management and Policy Department at the number listed in the front of this booklet.

Toview alist of BDCTSs, use the Blue Distinction Center Finder at bcbs.com.

INFERTILITY SERVICES
Artificial Insemination (Al) and Intrauterine Insemination (1UI)
Al and Ul procedures are covered when done as an outpatient. The following limits apply:

dependent children aren't eligible for infertility services;

women must be at least age 18 and not have reached their 45™ birthday;
there's a proven infertility problem; and

the infertility isn't due to voluntary sterilization of either partner.

Charges are paid at the same benefit level as other similar services. If pregnancy results, your
maternity benefits are then applied.

In Vitro Fertilization and related procedures

The following procedures are covered when done as an outpatient:

= invitrofertilization (IVF);
m gameteintrafalopian transfer (GIFT); and
m zygoteintrafallopian transfer (ZIFT).

Highmark Delaware must approve your care. Y our provider must send Highmark Delaware a
completed Request for 1VF Coverage form, available from highmar kbcbsde.com or Customer
Service, prior to your beginning treatment.

The criterialisted above for Al and 1UI eligibility also apply to IVF and related procedures. In
addition, age appropriate Al/IUl procedures must have been previously tried and failed.

Benefit Limits

There's a$10,000 lifetime payment limit for all Infertility Services. The $10,000 limit applies
even when you switch to another State of Delaware plan. If pregnancy results, your maternity
benefits are then applied. Please note that payments made for infertility services do not accrue
toward the TM OOP.
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The following services are included in the $10,000 maximum:

all surgical procedures;
office vidits;

lab tests,

imaging and machine tests;
hospital services; and
anesthesia.

Note: Drugs are covered under your prescription drug benefit and ar e subject to a separate
$15,000 limit. Donor servicesand surrogacy are not covered.

INPATIENT MEDICAL SERVICES

Medicad visits by the attending doctor are covered when you're an inpatient. This does not
include when you're having surgery. Surgeon pre- and post-operative careis covered under
global surgery payment.

We normally cover one doctor visit per day. Usualy thisisyour attending doctor. If another
specialist visits you, we may cover the visit, under the following conditions:

m thedoctor in charge certifiesin writing it's medically necessary;
m the speciadist isn't the attending doctor or operating surgeon; and
m the specialistisadoctor.

See the Mental Health and Substance Abuse Care section for a description of related doctor
visits.

EMERGENCY CARE
You're covered for emergency carein emergency facilities. See the Emergency and Urgent Care
section for more information.

OBSTETRIC CARE

Obstetric care by doctors and midwivesis covered. Coverage isthe same asfor other surgical
and medical care. Thisincludes:

prenatal care;
anesthesia;
delivery; and
postnatal care.

Midwives are licensed and certified nurses. They must be practicing within the scope of their
license. When we cover midwife care, we do not cover a doctor's care for the same services.

One diagnostic ultrasound per pregancy is aso covered.
NEWBORN CARE
Medical carefor anewborn child is covered, provided the child is enrolled.

See the section entitled "A Guide to Enroliment”, Changesin Enrollment (Newborns) for more
information.

25



EMERGENCY AND URGENT CARE

Check the Schedule of Benefits for benefit levels and any limits that may apply.
Follow managed carerequirementsto get the highest benefit!

EMERGENCY CARE

If you have alife-threatening emergency, go directly to the nearest emergency provider. We
cover the emergency facility, ancillary services and physician care when:

m the condition is serious enough to cause a prudent person to seek emergency care;
m adelay in care might cause permanent damage to your health; and
= you have care within 48 hours from the onset of the condition.

Some examples are:

broken bones;

heavy bleeding;

sudden, severe chest pain;
ppoi soning;

choking;

convulsions;

loss of consciousness; and
severe burns.

Mental Heath and Substance Abuse Emergencies
An emergency mental health or substance abuse condition is one which requires voluntary or
involuntary hospitalization because the individual patient is a danger to himself or herself, or to
others.
COVERAGE FOR EMERGENCIES:
The facility must be a hospital, or a freestanding emergency facility operating with physicians
and nursing personnel on a 24 hour, 7 days per week schedule.

EMERGENCY AMBULANCE AND PARAMEDIC SERVICES
Emergency ambulance and paramedic services are covered when:

m  asudden, serious condition requires travel right away; and
m  you are taken to the nearest hospital that can treat you.

When you can travel by private car, the ambulance isn't covered. Only one-way travel to the
hospital is covered, except when being transported from hospital to hospital for specialized care.
In such cases round trip transportation is covered.

Air ambulance is covered only when no other means of travel is appropriate.

When billed separately, these items are not paid:

m patient care equipment;
m reusable devices;, and
m first aid supplies.
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Benefits are not provided when paramedic services are given by state, county or local
government.

URGENT CARE AND URGENT CARE FACILITIESMEDICAL AID UNITS

Remember: If you go to an Urgent Care facility instead of the Emergency Room, your
copayment or out-of-pocket costs would be lower.

WHEN YOU'RE HOME
Urgent careisfor an injury or sudden illness that isn't life threatening, but you need care within a
day or two to avoid:

m jeopardizing your life, health, or ability to regain maximum function; or
= inthe opinion of your physician, would subject you to severe pain that cannot be adequately
managed without the care.

Some examples include ear infections, migraine headaches and significant gastro-intestinal pain.
For urgent care you can either

m  seeyour regular doctor, or
m  seek care a an urgent care facility.

An urgent care facility (also known as amedica aid unit) isamedical facility staffed by
physicians and other medical personnel equipped to provide treatment of minor illnesses and
injuries of an urgent nature which require prompt, but not emergency treatment.

WHEN YOU'RE TRAVELING
If you're traveling out of state and need urgent care, follow these steps:

Step 1

Find aprovider. You can call 800.810.BLUE (800.810.2583) to get connected to a 24-hour
referral service. This service helps you find doctors who participate with the local Blue Cross
Blue Shield plan where you're traveling. If adoctor isfound, you're given the doctor's name,
office address and phone number.

Y ou can aso use the highmar kbcbsde.com website to find a provider, which may include a
medical aid/urgent care facility. The website can access the names, office addresses and phone
numbers of network providers nationwide.

Step 2

Call the doctor's office for an appointment and tell them that you're a Highmark Delaware
customer. To get the highest benefit, be surethe provider participateswith the local Blue
Cross Blue Shield plan. The doctor's office will check your enrollment. When you receive care,
you will be charged the copayment listed on your I.D. card, if any. The doctor's office will then
bill the local Blue Cross Blue Shield plan, and the claim will be forwarded to us.
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DIAGNOSTIC AND THERAPEUTIC SERVICES

Check the Schedule of Benefits for benefit levels and any limits that may apply.
Follow managed carerequirementsto get the highest benefit!

INPATIENT DIAGNOSTIC AND THERAPEUTIC CARE

When you're an inpatient, professional care for diagnostic and therapeutic careis covered. See
the Inpatient Hospital Care section for more information.

OUTPATIENT DIAGNOSTIC AND THERAPEUTIC CARE
Remember to use a network provider to get the highest benefits. If you use a non-network
provider, even if your doctor refersyou, your benefits will be reduced.
DIAGNOSTIC SERVICES
The diagnostic benefits described below apply when you're an outpatient in:

m aprovider's office;
= an approved freestanding lab, imaging or machine testing provider; or
= ahospital's outpatient department.

Covered care includes:

®m  imaging services,
m |abtests and
= machinetests.

Advanced radiology services, such as CAT and PET scans, MRIs and MRASs are among the
imaging services covered. See the Schedule of Benefits for more information about the benefit
levelsfor these services. Remember: If you go to an Independent Provider (free-standing
facility) instead of Hospital Based facility for your tests, there is no charge to you. See Managed
Care Requirements for information about authorization requirements for these services.
PREADMISSION TESTING

We cover tests done before a scheduled admission for surgery.

Tests must be done;

m  asan outpatient; and
m  within 7 days before the admission.

Tests are not covered if:

m they aredonefor diagnosis;

m they arerepeated after you enter the hospital; or

m  you, not the hospital or physician, cancel or postpone the admission.
THERAPY SERVICES

The therapeutic benefits described below apply when you're an outpatient in:

m aprovider's office; or
= ahospital's outpatient department.
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Covered care includes only:

chemotherapy by a doctor;

infusion therapy;

occupational therapy as called for in your doctor's treatment plan when:

= needed to help your condition improve in areasonable and predictable time, or

= needed to establish an effective home exercise program,

= the maximum number of visits allowed for a specific diagnosisis determined by medical
necessity;

physical therapy as called for in your doctor's treatment plan when:

= done by adoctor or licensed physical therapist, and

= needed to help your condition improve in areasonable and predictable time, or

= needed to establish an effective home exercise program,

= the maximum number of visits allowed for a specific diagnosisis determined by medical
necessity;

radiation therapy for cancer and neoplastic diseases,
inhalation therapy by a doctor or registered inhalation therapi<t;

speech therapy. Therapy must be:
done by alicensed or state certified speech therapit,

= ordered by adoctor, and

= needed to improve speech problems caused by disease, trauma, congenital defect, or
recent surgery,

= the maximum number of visits alowed for a specific diagnosisis determined by medical
necessity;

diaysis;

cognitive therapy done by a provider approved by Highmark Delaware. The diagnoses

eligible for coverage are:

= stroke with cognitive impairment, or
= headinjury or trauma;

cardiac therapy. Services done on an inpatient and outpatient basis are combined to
determine when the limit ismet. Services must begin within 4 months following certain
serious conditions or procedures.

Please note: Y our health plan benefit for physical, occupational and speech therapy services
includesvisit limitations. The maximum number of visits allowed for a specific diagnosisis
determined by medical necessity as provided to Highmark Delaware by your treating physician.
Highmark Delaware will process the therapy claims according to your benefits, until you reach
the visit limitation that is determined to be medically appropriate for your diagnosis. Itis
important to note that if you exceed the maximum number of visits, your claim(s) will be denied.
Y ou will then be responsible for the entire cost associated with the therapy service(s) received.

APPLIED BEHAVIOR ANALYSIS

Benefits are provided for Applied Behavior Analysisfor the treatment of autism spectrum
disorders. We may ask for areview of the patient’ s treatment once every 12 months.
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OTHER COVERED SERVICES

HOSPICE

Check the Schedule of Benefits for benefit levels and any limits that may apply.
Follow managed carerequirementsto get the highest benefit!

Hospice provides palliative and support care to terminally ill patients and their families.
Highmark Delaware must authorize the hospice care.

Y ou may have hospice care at home, in an inpatient hospice facility or a short or long term
nursing facility for up to 365 days.

What |s Covered Under Hospice:

care by a hospice doctor;

nursing care;

home health aide supervised by aregistered nurse;

socia service guidance;

nutritional counseling and meal planning;

physical therapy;

speech therapy;

occupationa therapy;

spiritual counseling by the hospice;

medical suppliesthat are needed to manage theillness;

prescription drugs related to the palliative management of the patient's terminal illness; and
bereavement counseling for the family for up to 13 months following the death of the patient.

Some services you have during hospice care are not paid under this benefit. They are paid like
other covered benefits, such as:

care by a non-hospice doctor;

durable medical equipment (DME) not related to palliative management;
palliative chemotherapy or radiation therapy when needed to manage the illness;
inhalation therapy; and

imaging and lab tests.

What's Not Covered Under Hospice:

private duty nursing;

respite care;

care not prescribed in the approved treatment plan;

financial, legal or estate planning;

outpatient prescription drugs other than those for palliative management; and

hospice care in an acute care facility, except when a patient in hospice care requires services
in an inpatient setting for alimited time.

HOME HEALTH CARE

Home health careis covered. The provider and treatment plan must be approved by Highmark
Delaware. Medica records or a suitable summary of the progress of the treatment plan must be
reviewed by the attending doctor at regular intervals, or at least every 30 days.
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Guidelines:

Care must be needed to treat or stabilize acondition. Careto maintain a chronic conditionis
not covered.

There'salimit of one visit per day per speciaty. (A nurse and a home health aide count as
one specialty for this benefit.)

Care must be under the direction of a doctor.

The patient must be home bound and medically unable to get care as an outpatient.

Care must bein lieu of inpatient care.

What |s Covered Under Home Health:

skilled nursing care by an RN or LPN;

therapy by licensed or state certified therapistsfor:

= physical therapy;

= Speech therapy; or

= occupational therapy;

medical and surgical supplies;

social service guidance by alicensed or state certified social worker; and
home health aide when supervised by an RN (limit of 3 visits per week).

What's Not Covered Under Home Health:

drugs;

|ab tests;

imaging services;

inhalation therapy;

chemotherapy and radiation therapy;

dietary care;

durable medical equipment;

disposable supplies;

care not prescribed in the approved treatment plan; and
volunteer care.

HOME INFUSION

Home infusion is home care for receiving needed infusion medicine. It involvesthe use of an
infusion pump with fluids, nutrients and drugs. Highmark Delaware must approve the treatment
plan. The plan must be prescribed by adoctor in lieu of inpatient care.

What |s Covered Under Home I nfusion:

nursing care,

medi cations (includes drug preparation and monitoring);
solutions; and

infusion pumps, poles and supplies.

What's Not Covered Under Home Infusion:

delivery costs;

record keeping costs;

doctor management;

other services which do not involve direct patient contact; and
drugs normally covered under a drug program.
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INPATIENT PRIVATE DUTY NURSING

Private duty nursing care is covered when you are an inpatient in an acute hospital. We may
review the case in advance. We may review the case again after 80 hours of care. Care must be:

m ordered by the attending doctor;
m for the same condition you're hospitalized for; and
m  approved by the hospital.

This careisn't covered when donein special care units of the hospital, such as:

m sdf-care units
m selective care units; and
m intensive care units.

This care isn't covered when done as a convenience even if authorized by your doctor.

DOCTOR'SVISITS

Visits with a doctor in the office or your home are covered. Thisincludes visitsfor injury or
illness.

Unless stated on the Schedule of Benefits, routine physical exams and tests are not covered.

TELEMEDICINE SERVICES

Highmark Delaware' s telemedicine service benefit is an affordable and convenient aternative to
urgent care centers and emergency rooms. Members may now obtain follow up care or resolve
many of their minor illness issues without an actua office visit through the convenience of
audiovisual consultations.

Telemedicine provided by designated Highmark Delaware vendors includes a national network of
physicians who can diagnose, treat and prescribe medication, when appropriate, for many medical
issues. All physicians are Board Certified and licensed to practice medicine in the statein which
the member is located.

In accordance with Delaware telemedicine legidation, Highmark Delaware will provide coverage
for the telemedicine services of physicians and many other providers.

SPECIALIST/REFERRAL CARE
Home and office visits with specidists are covered. Thisincludesvisitsfor injury or illness.

DIABETIC EDUCATION

Diabetic education provides instruction on the care and treatment of diabetes, including foot care,
eye exams for diabetic retinopathy, blood sugar monitoring, medication management and diabetic
nutritional counseling. Diabetic education can be performed by either physicians or Certified
Diabetic Educators, either on an individual basis or in agroup setting.

NUTRITIONAL COUNSELING

Services are provided for the assessment and guidance of members at nutritional risk due to
nutritional history, current dietary intake, medication use or chronicillness. Nuitritional

32



counseling isindicated for certain diagnoses, including diabetes, malnutrition, eating disorders
and cardiovascular disease.

Nutritional counseling benefits are not provided for weight loss in the absence of co-morbid
conditions, or for conditions that have not been shown to be nutritionally related, including, but
not limited to, chronic fatigue syndrome and hyperactivity.

ALLERGY TESTING AND TREATMENT
Allergy testing and treatment are covered.

CHIROPRACTIC CARE

Please note: Y our health plan benefit for chiropractic servicesincludes visit limitations. The
maximum number of visits allowed for a specific diagnosis is determined by medical necessity as
provided to Highmark Delaware by your treating physician. In addition, servicesare limited to
30 days plan year regardless of medical necessity. Highmark Delaware will process the
chiropractic claims according to your benefits, until you reach the visit limitation that is
determined to be medically appropriate for your diagnosis or the plan year limit for the diagnosis,
whichever isless. It isimportant to note that if you exceed the maximum number of visits, your
claim(s) will be denied. You will then be responsible for the entire cost associated with the
chiropractic service(s) received.

The following care is covered when done by alicensed chiropractor for the treatment of spinal
and extraspinal conditions:

m Officevigt for initia evauation;

= manua manipulation of the spine, head, rib cage, abdomen and upper and lower extremities,
and

m physical therapy, including ultrasound, traction therapy, and e ectrotherapy.

Chiropractic coverage is limited to three modalities per visit and one visit per day. Other limits
are listed on the Schedule of Benefits.

Chiropractic services must either provide significant improvement in your conditionin a
reasonable and predictable period of time or be necessary to establish an effective home exercise
program. Chiropractic servicesthat are part of a maintenance program are not covered.

Chiropractic X-rays are covered only for X-rays of the spine. Cervical x-rays and thoracic x-rays
are covered; full spine x-rays are not covered.

Durable medical equipment (DME) iscovered. Thisincludes cervical collars and lumbar sacral
supports. These are covered under your DME benefit.

Machine tests are covered under your Therapeutic and Diagnostic Services benefit.

DURABLE MEDICAL EQUIPMENT & PROSTHETICS
Durable M edical Equipment
Covered durable medical equipment (DME) includes items that are:

m prescribed by adoctor;
m useful to aperson only during anillness or injury; and
m  deemed by Highmark Delaware to be medically necessary and appropriate.
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Some examples of DME are;

orthopedic braces;
whee! chairs;
orthotics; and
hospital beds.

We may pay for rent or purchase. If we rent the equipment, our total payment won't exceed the
purchase price.

Prosthetics
Covered prosthetics includes items that are

m intended to replace dl or part of an organ or body part lost to disease or injury, or absent from
birth, or permanently inoperative or malfunctioning;

m prescribed by aqualified provider;

m removable and attached externally to the body; and

m  deemed by Highmark Delaware to be medically necessary and appropriate.

Some examples of prosthetics are:

m  hair prostheses for hair loss caused by chemotherapy or alopecia areata resulting from an
autoimmune disease;

m limb, ear, or eye prostheses; and

m  electro-larynx devices.

We aso pay to replace or repair prosthetic devices.

We aso pay for:

m  medical foods and formulafor the treatment of inherited metabolic disorders; and
m hearing aids. Benefitsare limited to one hearing aid, per ear, every three (3) yearsfor
children less than 24 years of age.

DME & Prosthetics Not Cover ed:

m itemsfor comfort or convenience;
m dental prosthetics; and
m foot orthotics, unless deemed to be medically necessary and appropriate.

CARE FOR MORBID OBESITY
Patients who are overweight and have serious, weight-related diseases, such as hypertension, type
Il diabetes, and cardiac disease, are considered morbidly obese.
If you are morbidly obese, we cover the following:

m  Officevisits— payable on the same basis and at the same reimbursement level as other
covered outpatient physician visits.

m Laboratory tests - payable on the same basis and at the same reimbursement level as other
covered outpatient |aboratory services.

Surgical treatment of morbid obesity is covered when certain conditions are met. All such care
must be approved by Highmark Delaware.
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SURGERY FOR MORBID OBESITY

See the section below, Blue Distinction Centersfor Bariatric Surgery, for information about
how surgery for morbid obesity ispaid.

If you are morbidly obese, we cover the following surgical procedures:

gastric bypass,

gastric stapling;

biliopancreatic bypass with duodenal switch;
gastric banding; and

dleeve gastrectomy.

Y ou must:

m  have achieved full growth and be 18 years or older (members under age 18 may also qudify
under certain circumstances);
m have no specific, treatable, correctable cause for the morbid obesity (e.g., endocrine disorder);
m complete astructured diet program in the 2-year period that immediately precedes the request
for the surgery;
m havereceived a psychological evaluation specifically for the diagnosis of obesity or morbid
obesity;
m havereceived appropriate medical clearances for the surgery; and
= meet any of the following criteria
= you weigh at least 100 pounds above or are twice the ideal body weight; or
m  have abody massindex (BMI) of at least 40 (at least 50 for sleeve gastrectomy and
biliopancratic bypass with duodenal switch); or
m haveaBMI equa or greater than 35, in conjunction with one or more of the following
co-morbid conditions: degenerative joint disease, hypertension, coronary artery disease,
diabetes, deep apnea, lower extremity venous/lypmphatic obstruction, obesity related
pulmonary hypertension.

Your BMI is calculated by dividing your weight in pounds by your height in inches squared, then
multiplying the result by 704.5.

Blue Distinction Centersfor Bariatric Surgery (BDCBYS)

See the Comprehensive PPO Schedul e of Benefits for information about benefit levels. Y ou will
receive the highest level of benefit for surgery for morbid obesity if you use aBDCBS.

A BDCBS provides afull range of bariatric surgery care services, including inpatient care, post-
operative care, outpatient follow-up care and patient education. These centers have demonstrated
their commitment to quality care, resulting in better overall outcomes for bariatric patients.

Toview alist of BDCBS, use the Blue Distinction Center Finder at bchs.com.

If you use a network provider other than a BDCBS, your benefitswill bereduced. Seethe
Comprehensive PPO Schedule of Benefits for moreinformation. Please note that payments
madefor bariatric surgery do not accruetoward the TMOOP.
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MENTAL HEALTH AND SUBSTANCE ABUSE BENEFITS

Check the Schedule of Benefits for benefit levels and any limits that may apply.
Follow managed carerequirementsto get the highest benefit!

This plan provides benefits for the treatment of behavioral health disorders, including mental illness and
substance abuse. For inpatient care, managed care requirements must be followed.

INPATIENT HOSPITAL CARE

Inpatient hospital care is covered on an emergency or planned basis. Thefollowing services are
covered when you're in the hospital:

Room And Board

Room and board, special diets and general nursing care are covered. Payment is made at the
semiprivate room rate. If you have a private room, you pay the extra charge above the
semiprivate rate. We cover private rooms only when medically necessary.

Other Hospital Care
When medically necessary, we cover:

electroconvulsive therapy by a doctor

detoxification

drugs listed in the U.S. Pharmacopoeia or National Formulary
lab tests

We aso cover treatment and rehabilitation services for behavioral health disordersin accredited
residential and substance abuse treatment facilities. Such care is subject to pre-certification..

PARTIAL HOSPITAL CARE

This plan also covers partial hospital programs. A partial hospital program provides an
intermediate level of care as an alternative to inpatient hospitalization or as an option following
inpatient hospitalization. Partial hospital programs generally are provided within a psychiatric
hospita or behavioral health department of a hospital.

INTENSIVE OUTPATIENT CARE

Intensive outpatient care in a free-standing or hospital-based program is covered. Intensive
outpatient programs provide a step down from acute inpatient or partial hospitalization, or a step
up from outpatient care in office settings.

OUTPATIENT CARE —OFFICE VISITS
Outpatient care covers:

brief crisisintervention psychotherapy;

psychiatric consultations;

supportive psychotherapeutic treatment; and
psychological tests (limit of 8 hours of tests per year).
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Care must be by a network provider such as a:

doctor;

licensed clinical psychologist;

licensed professional counselor of mental health (LPCMH);
licensed clinical socia worker; or

nurse practitioner.

Care must be done in the provider's office or as a hospital outpatient.
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WHAT ISNOT COVERED

The following services and items are not covered.

Acupuncture.

Ancillary services (including but not limited to, office visits, physician care, lab and radiology
procedures and prescription drugs) in conjunction with a non-covered service.

Biofeedback , unless there is amedically necessary diagnosis.
Blood, blood components and donor service.

Care asaresult of any criminal act in which you conspired or took part. One exampleis Highmark
Delaware does not pay for the court mandated instruction course or rehabilitation program resulting
from driving under the influence of alcohol or drugs.

Care, unlessrequired by law, by:
= aschool infirmary;

= astudent health center; or

= staff working at the above.

Carefor cosmetic reasons.
Care for complications or consequences of services and items not covered.
Carefor weight loss, unless co-morbid conditions are present.

Care given by afamily member. "Family" means yoursdlf, your parents, your children, your spouse
or your siblings.

Care given by any person living with you.

Care given by institutions or agencies owned or operated by the government, unless the law requires
otherwise.

Care given by your employer's health department.
Care needed through an act of war if the war occurred after this plan became effective.
Care needed through service in the armed forces of any country.

Care not directly related to, and necessary for, the diagnosis or treatment of illness or injury. Care

must:

= be consistent with the symptom or treatment of the condition;

* meet the standard of accepted professional practice;

= not be solely for anyone's convenience; and

= bethe most appropriate supply or level of care safely provided. For inpatient care, it means care
cannot be safely provided as an outpatient.

Care we consider to be experimental or investigational. Some examples are:
= carewe consider not to be accepted medica practice; and
= carethat requires government agency approval, and the approval hasn't been granted.
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Routine care costs related to approved clinical trials, as determined by Highmark Delaware, are
covered.

Care you can have without charge in the absence of insurance.

Certain mental health and substance abuse services, including:

aptitude tests

testing and treatment for learning disabilities

treatment for personality disorders

treatment factitious disorders

treatment of deep disorders

treatment of sexual disorders

care beyond that needed to determine mental deficiency or retardation, and
marital/relationship counseling

Computerized gait analysis or € ectrodynographic tests.

Convenience items. Some examples are:
= phones,

= TVs

» radios; and

= other personal items.

Custodia care, domiciliary care, protective and supportive care including educational services, rest
cures and convalescent care, whether or not prescribed by a physician.

Denta care, except certain dental care noted in the Qurgical and Medical Benefits section.
Drugs or carereceived in violation of law.

Enteral nutrition ingested or administered orally, evenif it isthe sole nutritional source. The only
exceptions are certain medical foods prescribed for inherited metabolic disorders.

Exams or tests done asinpatient for convenience when such care could be done as outpatient.
Eye or hearing exams, unless noted el sewhere in this booklet.

Eyeglasses, contact lenses and all procedures for refractive correction.

Hearing aids for members age 24 and over.

Immunization or inoculations, unless noted €l sewhere in this booklet. |mmunizations or inocul ations
for travel are not covered, except as required by law.

Injury or illness on the job. One exampleis any care normally covered under Workers Compensation
or occupational disease laws.

Items or services that can be purchased without a prescription, unless noted € sewhere in this booklet.
Some examples are;

= Blood pressure cuffs;

= Contraception, first aid and other medical supplies;

= EXercise equipment; and

= |ncontinence and persona hygiene supplies.
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Methadone.
Occupational or physical therapy for developmental delay.

Orthotic equipment and devices for feet, unless noted el sewhere in this booklet. Some examples are:
= foot inserts;

= arch supports;

= ifts; and

= corrective shoes.

Physical exams, or any other services or treatments required by or intended for:

= potential employers or licensing authorities (for example, marriage physicals);
insurers;

schools or camps;

courts or legal representatives; or

any other third party.

Prescription drugs, even if your doctor writes you a prescription.

Rest cures, custodia care or homelike care even when prescribed by a doctor.
Routine foot care, unless there is amedically necessary diagnosis.

Servicesin excess of your covered benefit limits.

Speech therapy for:

= gttention disorders;
behavior problems;
conceptual handicaps;
learning disabilities; and
developmental delays.

Surgery to reverse voluntary sterilization.
Thermography.
Treatment of developmenta delay unlessthere is an identifiable underlying cause.

Treatment of Temporomandibular Joint (TMJ) Dysfunction Syndrome, unless there is documented
organic joint disease, or joint damage resulting from physical trauma. Thisincludes exams for
fittings, occlusal adjustment and TMJ devices.

Unless otherwise noted in this booklet, we cover one service per day by a professional provider. If
more than one service is done, we cover only the service with the greater allowable charge.
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VALUE ADDED FEATURES

Highmark Delaware offers Value Added Features. They are described below.

Vaue Added Features are administered only as specified in the Highmark Delaware Vaue Added
Features materials.

Please note: Highmark Delawar e hasthe right to change or discontinue these programs at any
time.

EYEWEAR DISCOUNTS

On behalf of Highmark Delaware, your eyewear discount programis administered by Davis
Vision, an independent managed vision care company.

Y ou can save money on eyewear by going to one of the program'’s participating providers. To get
alist of participating providers and the products subject to discount, call 888.235.3119 (TTY:
800.523.2847) or visit www.davisvision.com. The client number is 2722.

DISCOUNT PROGRAMS

Savings on avariety of product and services are available to Highmark Delaware members,
including:

m  Fitnessclubs
m Laser vision corrective surgery
m Hearing aids

For afull listing of our discounts go to highmar kbcbsde.com or call us at 844.459.6452.
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YOUR RIGHTSAND RESPONSIBILITIES

As aHighmark Delaware member, you have certain rights and responsibilities. Please review them.
Please call usif you have any questions.

You havethe RIGHT to:

Be treated with courtesy, consideration, respect and dignity.

Have your protected health information (PHI) and health records kept confidential and secure, in
accordance with applicable laws and regul ations.

Receive communications about how Highmark Delaware uses and discloses your PHI.
Request restrictions on certain uses and disclosures of your PHI.

Receive confidential communications of PHI.

Inspect, amend and receive a copy of certain PHI.

Receive an accounting of disclosures of PHI.

File a complaint when you feel your privacy rights have been violated.

Available and accessible services when medically necessary, including urgent and emergent care 24
hours a day, seven days aweek.

Receive privacy during office visits and treatment.

Refuse care from specific practitioners.

Know the professional background of anyone giving you treatment.
Discuss your health concerns with your health care professional.

Discuss the appropriateness or medical necessity of treatment options for your condition, regardless
of cost or benefit coverage for those options.

Receive information about your care and charges for your care.

Receive from your provider, in easy to understand language, information about your diagnoses,
treatment options including risks, expected results and reasonable medical alternatives.

All rights afforded by law or regulation as a patient in alicensed health care facility, including the
right to refuse medications and treatment after possible consequences of this decision have been
explained to you in your primary language.

Receive information about Highmark Delaware, its policies, procedures regarding its products,
services, practitioners and providers, complaint procedures, and members' /enrollees' rights and
responsibilities.

Play an active part in decisions about your health care including formulating an advance directive.
Receive benefits and care without regard to race, color, gender, country of origin, or disability.

File a complaint with Highmark Delaware and receive a response to the complaint within a
reasonable period of time.

» Thisincludes requesting an internal apped or review by an Independent Utilization Review
Organization. To register acomplaint or request an appeal members are instructed to call the
Customer Service number listed on their ID card.

Submit aformal complaint about the quality of care given by your providers.

M ake recommendations regarding Highmark Delaware’ s members' rights and responsibilities
policies.
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You havethe RESPONSIBILITY to:

Double-check that any facilities from which you receive care are covered by Highmark Delaware.
Visit highmar kbcbsde.com or call the Customer Service number listed on your ID card to ask about
afacility.

Show your ID card to dl caregivers before having care.

Keep your appointments. If you will be late or need to cancel, give timely notice (in accordance with
your provider’ s office policy). Y ou may be responsible for charges for missed appointments.

Treat your providers with respect.

Provide truthful information (to the extent possible) about your health to your providers. This
includes notifying your providers about any medications you are currently taking.

Understand your health and participate in devel oping mutually agreed upon treatment goals.
Tell your health care providersif you don't understand the care he or sheis providing.
Follow the advice of your health care provider for medicine, diet, exercise and referrals.
Follow the plans and instructions for care that you have agreed on with your practitioners.
Pay all feesin atimely manner.

Maintain your Highmark Delaware digibility. Notify us of any changein your family size, address or
phone number.

Tell Highmark Delaware about any other insurance you may have.
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A GUIDE TO ENROLLMENT INFORMATION

The information presented in this section is subordinate to Delaware Code and the Group Health Plan
Eligibility and Enrollment Rules. In the event of conflict, Delaware Code and the Group Health Plan
Eligiblilty and Enrollment Rules are controlling.

WHO ISCOVERED
WHO CAN BE COVERED

Y our plan may cover:

m You;
= Your spouse; and
m  Your children.

NOTE: The State of Delaware requires proof of dependency. See the section Changesin
Enrollment, below, for the documentation required to enroll dependents. Highmark Delaware
will require proof of disability through the completion of the Disabled Child Application
available at highmarkbcbsde.com.

TYPES OF ENROLLMENT
Y ou may enroll in one of these coverage types:

Employee for you only;

Employee and Child(ren) for you and your children;
Employee and Spouse for you and your spouse; or
Family for you, your spouse and your children.

YOU ARE ELIGIBLE TO BE COVERED IF:

you are aregular officer or employee of the State;

you are aregular officer or employee of a State agency or school district;

you are apensioner aready receiving a State pension;

you are a pensioner eligible to receive a State pension;

you are aper diem and contractual employee of the Delaware General Assembly and have

been continuously employed for 5 or more years,

m you are aregularly scheduled full-time employee of any Delaware authority or commission
participating in the State's Group Headth Insurance Program;

= you are aregularly scheduled full-time employee of the Delaware Stadium Corporation or the
Delaware Riverfront Corporation;

= you are apaid employee of any volunteer fire or volunteer ambulance company participating
in the State's Group Health Insurance Program;

= you are aregularly scheduled full-time employee of any county, soil and water conservation
district or municipality participating in the State's Group Health Insurance Program;

m you are receiving or eligible to receive retirement benefits in accordance with the Delaware

County and Municipal Police/Firefighter Pension Plan with Chapter 88 of Title 11 of the

Delaware Cade or the county and municipa pension plan under Chapter 55A of Title 29 of

the Delaware Code.

As used throughout this booklet, the term employee refers to any person described in the above
list. The only exceptions to this are found in the section Coordination of Benefits, where, in
limited context, the term may refer to a spouse.
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SPOUSE
Y ou may enroll your spouse. A spouse is one of two persons united together in either:

m  amarriage; or
m acivil union;

that is recognized by and valid under Delaware law.

Information on civil unions, including Frequently Asked Questions (FAQ), tax dependent status,
coverage codes, health plan rates and enrollment is available at:

http://ben.omb.delawar e.gov/cusgm

SPOUSE'SBENEFITS
Thisis how we pay benefits for spouses enrolled under this Plan:

m  We pay normal plan benefitsif your spouseisn't employed.
m  We pay after your spouse's plan pays if your spouse:
= isdigiblefor; and
» jsenrolled inaplan sponsored by his or her employer or by an organization from which
he or sheis collecting a pension benefit; or
= isdigiblefor; and
= jsenrolled inanindividua health plan through the Health Insurance Marketplace.
= We pay 20% of alowable covered chargesif your spouse:
= isdigiblefor; and
= isnot enrolled in aplan sponsored by his or her employer or by an organization from
which he or sheis collecting a pension benefit; or
» isdigiblefor acash benefit in lieu of aplan sponsored by his or her employer or by an
organization from which he or sheis collecting a pension benefit; and
»= isnotenrolled inanindividua health plan through the Health Insurance Marketplace.

The combined payments can't be morethan 100% of covered charges. For more details, see
the section, Coordination of Benefits.

The above will not apply if your spouse is not enrolled in the plan sponsored by his/her employer
or by an organization from which he or sheis collecting a pension benefit, because your spouse:

doesn't work full-time;

isn't eligible because he/she doesn't work enough hours to be eligible;

isn't eligible because he/she hasn't completed a waiting period;

has to pay more than half of the plan's cost (including flexible credits);

doesn't meet the underwriting requirements of the sponsored plan; or

the employer or sponsoring organization doesn't offer active or retiree health coverage.

Membersareresponsiblefor completing a Spousal Coordination of Benefits form each year,
or at any time a spouse'sjob or health coverage status changes. The electronic Spousal
Coordination of Benefitsform is available at https://secomb.delawar e.gov/cob/. Thisform
must be completed and submitted online.

CHILDREN
To be covered, a child must be

m  age 26 or younger, and
m either
= born to the employee or hisor her spouse,
= adopted by the employee or his or her spouse,
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= placed in the home of the employee or his or her spouse for adoption, or

= someone for whom health care coverage is the employee's or his or her spouse's
responsibility under the terms of a qualified medical child support order. A copy of the
order must be provided to your Human Resources/Benefits Office.

Y ou are required to submit proof of relationship, such as a birth certificate or adoption papers.
Coveragefor Other Children

Y ou may also cover achild who is not your or your spouse's natural or adoptive child if the child
is:

= unmarried; and

= living with you in aregular parent-child rel ationship; and

= dependent upon you for support, and qualifies as your dependent under Internal Revenue
Code 8105 and §152; and

m isunder age 19; or

m isunder age 24 if afull-time student.

For each child, you are required to show proof of dependency, such as a birth certificate, court
order, or federal tax return. The applicable documents must be provided to your Human
Resources/Benefits Office upon enrollment. Y ou must request enrollment within 30 days of the
date the child became €eligible.

Y ou must also submit a Satement of Support form to verify you provide at least 50 percent
support for the child upon enrollment and any time there are changes to the support you provide.
The Satement of Support formis available at http://ben.omb.delawar e.gov/medical/bcbs/
Please print the form, complete it, and provide to your Human Resources/Benefits Office.

Y ou must also submit a Full-Time Student Certification form for each child between the ages of
19 and under age 24, when the child isinitialy eligible as afull-time student, each time the

child’ s student status changes, and for each school semester. The Full-Time Sudent Certification
form isavailable at http://ben.omb.delawar e.gov/medical/bcbs Please print the form,
completeit, and provide to your Human Resources/Benefits Office.

DISABLED CHILDREN
A Disabled child can be covered after the dependent child age limits. He/she may be covered if:

m  he/she was covered continuously as a dependent child by a group plan through his/her parent
before reaching the dependent child age limit;

m  he/sheisnot married;

m  he/she provided 50% or less of hig’her own support because of a disability that is expected to
last more than 12-months or result in degth;

m  his/her disability occurred before he/she reached the dependent child age limit;

m he/sheisnot eligible for coverage under Medicare, unless federal or state law requires
otherwise.

Other rules may apply in the case of divorced parents.

You must file a Disabled Child Application form with Highmark Delaware. Y ou may get the
form online at http://ben.omb/delawar e.gov/medical/bcbs/index.shtml or at
highmarkbcbsde.com. You must print the form, completeit, obtain physician's information and
signature, and mail the form to Highmark Delaware at the address provided on the form.
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ENROLLMENT

HOW TO ENROLL

Y ou may enroll yourself and your dependents when you arefirst eligible or at Open Enrollment
by completing the enrollment process as designated by your Human Resources/Benefits Office.
If you want to cover your spouse, you'll need to complete the Spousal Coordination of Benefits
Form. Accessto the Spousal Coordination of Benefitsform and policy is available at
http://ben.omb.delawar e.gov/documents/cob. Thisform must be completed and submitted
online.

HOW TO DECLINE COVERAGE
Y ou may decline coverage if you don't want to enroll when you're first eligible. Y ou will need to
complete the enrollment process indicating you are waiving coverage as designated by your
Human Resources/Benefits Office.

WHEN COVERAGE BEGINS
When your coverage begins is determined by:

m  whenyou are eligible for coverage; and
= whenyou enroll for coverage.

There are three categories of enrollees based on when you enroll for coverage. You can be a

m  Timely Enrolleg;
m  Specia Enrollee; or
m LateEnrollee

TIMELY ENROLLEES

Who Can Be A Timely Enrollee

You areaTimely Enrolleeif you enroll within 30 days of when you arefirst eligible to be
covered.

When Coverage Begins

Coverage for new employees (and their dependents) begins:

m onthedate of hire; or

m onthefirst of the month of any month following date of hire up to the first of the month when
eligible for State/Employer Share when an employee movesto aclassthat is eligible for
health coverage.

SPECIAL ENROLLEES

Who Can Be A Special Enrollee

Please also refer to the section Changes in Enrollment, below, for qualifying events that trigger
Special Enrollment status.

You are a Special Enrolleeif you enroll within the 30-day enrollment period. The enrollment
period is measured from the date of the qualifying event, such as:

m |osing other health coverage under certain conditions; or
m  obtaining a new dependent because of marriage, civil union, birth, adoption or placement in
the home for adoption, or court ordered support.
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Employees or dependents may qualify as Specid Enrolleesif the following requirements are met:

m  Employees: if you're not aready enrolled in this Plan, you must:
= beédligibleto enroll inthis Plan; and
= enroll at the same time you enroll a dependent.
m  Spouses and Children: you're a dependent of an employee:
= whoisalready enrolled or is eligible to enroll in this Plan; and
= who enrolls at the same time you enrall.

If you don't request enrollment within the enrollment period, you are a Late Enrollee.

L oss Of Other Coverage

To qualify as a Specia Enrollee because of loss of coverage, you (the employee or dependent)
must meet all these conditions:

m you were covered under another group or individua health plan when coverage was
previoudy offered under this Plan (when first eligible or during Open Enrollment); and
m  when this Plan was previously offered, you declined coverage under this Plan because you
had other coverage; and
m the other coverage was either:
= COBRA continuation coverage that is exhausted; or
= other (non-COBRA) coverage that was lost because
= you areno longer eligible; or
= thelifetime limits under the other coverage were reached, or
= the employer stopped contributing; and
= you enrolled within 30 days of the date the other coverage was |ost; and

Special Enrollment Rightsfor Lossof Medicaid or Children’sHealth Insurance Program
(CHIP) Enrollment

Effective April 1, 2009, you may enroll within 60 days of the date your Medicaid or CHIP
coverage was terminated because you were no longer eligible.

New Dependents

Y ou (employee or dependent) are a Specid Enrolleeif the employee gets a new dependent
because of:

marriage or civil union;

birth;

adoption;

placement of achild in the home for adoption; or
court-ordered support.

When Coverage Begins

Coverage for Special Enrollees begins as follows. If the Human Resources/Benefits Office was
notified of aloss of coverage or new dependent within 30 days and your application and premium
is subsequently submitted, coverage begins for:

m  Employees: thefirst day of the month after the loss of coverage.

m  Spouses. either the date of marriage or civil union or the first day of the month after the
marriage or civil union.

m  Children: either:
» thedate of birth, adoption or placement in the home for adoption; or
» thefirst day of the month after you request enrollment if:
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» you lost coverage under aprior plan; or
= your parent got married or entered into acivil union.

Remember, if you request enrollment after the enrollment period, you (and your
dependents) will be Late Enrollees!

LATE ENROLLEES

Who Can Be A Late Enrollee

If you did not enroll asa Timely or Specia Enrollee, you are aLate Enrollee. Late Enrollees can
enroll at an Open Enrollment period.

Children are Late Enrolleesif enrollment was not requested within 30 days of:

birth;

adoption;

placement in the home for adoption; or
marriage or civil union.

When Coverage Begins
Coverage for Late Enrollees beginsthe first day of the new plan year.

CHANGESIN ENROLLMENT (ALSO SEE WHEN COVERAGE ENDYS)

Y ou can change your enrollment because of one of the reasons described below. |f added
premiumis due, you must pay when you enroll.

You must enroll yourself (and any dependents) within a 30-day period from the dates of the
eventslisted below to be Special Enrollees. You and/or your dependent(s) will be Late
Enrolleesif you are not enrolled within the 30-day period. Newborns must be enrolled
within a 30-day period. Seeyour Human Resour ces/Benefits Office.

MARRIAGE OR CIVIL UNION

Y ou may add your spouse when you get married or enter into acivil union. Y ou must request
enrollment within 30 days after the marriage or civil union; a copy of your marriage or civil union
certificate is required by your Human Resources/Benefits Office. If added premium is due, you
must pay when you request enrollment.

Don't forget, when you cover your spouse you'll also need to complete the Soousal Coordination
of Benefits Form. Theformisavailable at http://ben.omb.delawar e.gov/documents/cob. This
form must be completed and submitted on-line each year, or anytime a spouse’' sjob or health
coverage status changes.

Y ou may also add any stepchildren you acquire when you marry or enter into acivil union. See
section describing coverage for Other Children, below.

DIVORCE

Former spouses aren't eligible for coverage under this program. See the section, When Coverage
Ends, below for information about disenrolling a former spouse.

NEWBORNS

Y ou may add your newborn child. Coverage for a child born to aregular officer, employee,
eligible pensioner or spouse will be begin on the date of birth, provided:

= you request enrollment of the child within 30 days of the date of birth; and
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m the necessary paperwork, including avalid copy of the child's birth certificate, is provided to
the Human Resource/Benefits Office with 30 days of the enrollment request; and

m if applicable, you change your coverage to atype that includes children, and pay any
additional premium.

Where an employee has existing coverage that includes children, the 30-day time restriction does
not apply, but the child must be enrolled for claimsto be paid.

ADOPTED CHILDREN

Y ou may add a child because of adoption or placement in the home of aregular officer,
employee, eligible pensioner, or his or her spouse for adoption. A birth certificate or legal
documentation needs to be supplied to your Human Resources/Benefits Office. Y ou must request
enrollment within 30 days of the date the child became eligible.

OTHER CHILDREN

Y ou may add a child other than a newborn or adopted child, such as a step-child. For each child,
you are required to show proof of dependency, such as a birth certificate, court order, or federal
tax return. The applicable documents must be provided to your Human Resources/Benefits
Office upon enrollment. Y ou must request enrollment within 30 days of the date the child
became eligible.

Y ou must also submit a Statement of Support form to verify you provide at least 50 percent
support for the child upon enroliment and any time there are changes to the support you provide.
The Statement of Support formis available at http://ben.omb.delawar e.gov/medical/bcbs/
Please print the form, complete it, and provide to your Human Resources/Benefits Office.

Y ou must also submit a Full-Time Student Certification form for each child between the ages of
19 and under age 24, when the child isinitidly igible as afull-time student, each time the

child’ s student status changes, and for each school semester. The Full-Time Student Certification
formisavailable at http://ben.omb.delawar e.gov/medical/bcbs Please print the form,
completeit, and provide to your Human Resources/Benefits Office.

WHEN CONTINUATION OF COVERAGE UNDER COBRA ENDS

Y ou may have declined coverage under this Plan when you were first eligible because you chose
to keep COBRA coverage with another plan. If you enrall in this Plan before your COBRA
continuation coverage is exhausted, you will be a Late Enrollee.

When your COBRA continuation coverage is exhausted, you may enroll in this Plan.

MEDICARE ELIGIBILITY AND ENROLLMENT

You are eligible to enroll in Medicare Parts A and B when you turn age 65, or earlier if you
become disabled. Your spouseissimilarly eligible. In accordance with 29 Delaware Code §
5203(b) and the State of Delaware' s Group Health Insurance Program'’ s Eligibility and
Enrollment Rule 4.08, you and your spouse must enroll in Medicare upon digibility. Failureto
enroll and maintain enrollment in Medicare Parts A and B when eligible may result in you, asthe
subscriber, being held responsible for the cost of the claims incurred, including prescription costs,
for you and your spouse. The following information isfor you and your spouse.

Medicare Part A helps cover inpatient care in hospitals and is provided at no charge to you.
Medicare Part B helps cover doctors' and other health care providers' services, outpatient care,
durable medical equipment, and home health care, and is provided at a monthly cost to you as
determined by the Social Security Administration.
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Active Employees and Spouses

If you are a benefit eligible active employee, or the spouse of a benefit eligible active employee,
about three months before turning age 65:

m  Contact your local Socia Security Administration Office and apply for Medicare Part A;

m  Advise your Human Resources/Benefits Office that you have applied;

m  When you receive your Medicare Part A identification card, provide your Human
Resources/Benefits Office with a copy.

Active employees and their spouses who are age 65 or older have aright to decide which medical
plan will be their primary insurer: either the employer health plan or Medicare. If you or your
spouse selects Medicare as primary, the State cannot offer or subsidize ahealth planto
supplement Medicare’ s benefits. If you choose, Highmark Delaware may remain your primary
plan while you are an active employee.

Important note: When you retire you will be required to have Medicare Part B in addition to
Part A. Therefore, you should apply for Medicare Part B about three months before retirement.

Retiring or Retired Employees and Spouses

Y ou must apply for Medicare Part B about three months before you retire for it to be effective
upon retirement.

If you are a State of Delaware pensioner, or the spouse of a State of Delaware pensioner, about
three months before turning age 65:

m  Contact your local Social Security Administration Office and apply for Medicare Parts A and
B;

m  Advisethe State's Office of Pensions that you have applied;

m  When you receive your Medicare Parts A and B identification card, provide the State’' s Office
of Pensions with acopy. The Office of Pensionswill enrall you in a Medicare Supplement
plan, Soecial Medicfill, to help cover costs not covered by Medicare Parts A and B.

If you are a State of Delaware pensioner, or the spouse of a State of Delaware pensioner, and are
disabled or become disabled, even though you are not age 65:

m  Contact your local Social Security Administration Office and apply for Medicare Parts A and
B;

m  Advisethe State's Office of Pensions that you have applied;

m  When you receive your Medicare Parts A and B identification card, provide the State' s Office
of Pensions with acopy. The Office of Pensionswill enrall you in a Medicare Supplement
plan, Soecial Medicfill, to help cover costs not covered by Medicare Parts A and B.

If you are denied enrollment in Medicare Parts A and/or B, you are required to appeal, and
provide both a copy of the denia and your appeal to the State's Office of Pensions. Failure to
enroll and maintain enrollment in Medicare Parts A and B when eligible may result in you, asthe
subscriber, being held financially responsible for the cost of the claims incurred, including
prescription costs, for you and your spouse.  Should Medicare deny your appeal, and you provide
acopy of the denial to the State’ s Office of Pensions, then you will continue to be covered under
your Highmark Delaware plan with the State’ s Group Health Insurance Program.
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Other Considerations— Disability, ESRD and ALS

The classification of being “disabled” by the State of Delaware as it relates to your ability to
perform your job for the State of Delaware (or another employer for a spouse) may differ from
the classification of being “disabled” by the Social Security Administration. It isaways your
responsibility to provide the State' s Office of Pensions with your current classification by the
Socia Security Administration.

There are specia Medicare rules regarding some health conditions, such as End Stage Renal
Disease (ESRD) and Amyotrophic Lateral Sclerosis (AL S, aso known as Lou Gehrig's Disease).
Generally, you may apply to have the standard 24-month Medicare eigibility waiting period
waived if you have been diagnosed with either of these conditions. Upon receiving a diagnosis of
either of these conditions, whether you are an active employee, pensioner or spouse, you should
contact your local Social Security Administration Office or visit ssa.gov for more information.

WHEN COVERAGE ENDS

Please read the section, Continuing your Coverage under COBRA, to see how you may extend
your coverage.

Except in cases of divorce or a change in a child's status (see sections below regarding each),
coverage ends the last day of the month in which you lose eligibility because of one of the events
below.

DIVORCE

Former spouses are not eligible for coverage under this program; coverage of aformer spouse
terminates on the day following the date of the divorce. Y ou must notify your Human
Resources/Benefits Office or Office of Pensions, if you are a pensioner, of the divorce and
provide them with a copy of your divorce decree. An enrollment form/application must be
completed within 30 days of the divorce. Y ou should state "divorce" as the reason for the
change.

Coverage ends on the day after the date the divorce is granted. Failure to provide notice of your
divorce to your Human Resources/Benefits Office or Office of Pensions, if you are a pensioner,
will result in your being held financially responsible for the cost of premium, health care and
prescription services provided to your former spouse and his or her children.

LEAVE YOUR JOB

Coverage terminates at the end of the month in which you leave your job.

DEATH

Y our coverage ends on the day of your death. Coverage ends for your dependents at the end of
the month in which you die, except for dependents of pensioners. Coverage for dependents of
pensioners ends either:

m thelast day of the month of your death; or
= if contributions have already been made, the last day of the following month; or
= when the dependent no longer meets eligibility conditions.
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Dependents of pensioner, upon the pensioner’ s death, should contact the State' s Office of
Pensions to discuss options of continued coverage.

CHANGE IN YOUR JOB STATUS

Coverage ends when you're no longer eligible through your job. This might happen if you begin
to work fewer hours, etc. Please refer to the section, You Are Eligible To Be Covered If, above.

CHANGE IN CHILD'SSTATUS

Unless covered as a disabled child, your child's coverage ends at the end of the month in which he
or shereaches:

m  age 26, if your natura or adoptive child;
m age 19, if eligible under the terms described in Coverage for Other Children;
m  age 24, if smilarly eligible and a student.

THE PLAN ISCANCELED
Coverage ends the day the State of Delaware's contract with Highmark Delaware ends.

BENEFITSAFTER YOUR COVERAGE ENDS
All benefits end when your coverage ends, except:
m if the State of Delaware cancelsits contract with Highmark Delaware; and
m if you are aninpatient on the date the contract ends.

You're covered for the care you receive as an inpatient. The Plan covers you through the earlier
of:

m 10 days after the contract ends; or
= until you are discharged

CONTINUING YOUR COVERAGE UNDER COBRA

The Consolidated Omnibus Budget Reconciliation Act (COBRA) gives you the right to continue
your coverage after you lose coverage under this Plan, provided you meet COBRA's definition of
aqualified beneficiary. If you decide to continue your coverage, you will have to pay up to 102%
of the cost of coverage.

Thefollowing is abrief explanation of the law:

EMPLOYEE

Y ou (and your dependents) can continue coverage for up to 18 monthsif you lose group coverage
because:

m your hours at work are reduced; or
= your job ends (for reasons other than gross misconduct).
Y ou, the employee, can continue coverage beyond 18 monthsiif you:

m aredisabled when you become eligible for COBRA coverage; or
m  become disabled within the first 60 days of COBRA coverage; and
m areconsidered disabled by the Social Security Administration.

Y ou are then entitled to an additional 11 months (totaling 29 months). Y our cost would be 150%
of the Plan cost for months 19 through 29.
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SPOUSE OF EMPLOYEE
Y our spouse can continue coverage for up to 36 months if coverage ends because

= youdie;
m you divorce your spouse; or
m you become eligible for Medicare.

DEPENDENT CHILD OF EMPLOYEE

A child can continue coverage for up to 36 months if coverage ends because:

you die;

you divorce your Spouse;

you become eligible for Medicare; or

the child is no longer considered a dependent under this Plan.

NOTIFYING YOUR EMPLOYER

Y ou need to notify your Human Resources/Benefits Office, or Office of Pensionsif you are a
pensioner, within 30 days of a

m divorce or
m child losing dependent status; or
= disability determination by the Socia Security Administration.

Notify your Human Resources/Benefits Office, or Office of Pensionsif you are a pensioner,
within 30 daysif the Social Security Administration determines you are no longer disabled.

Y our Human Resources/Benefits Office, or Office of Pensionsif you are a pensioner, will have
information about COBRA and how much it costs mailed to you. Y ou can choose to continue
coverage under COBRA. If you do, then you have the right to the same coverage as the active
employees. If you don't, your coverage under this Plan ends.

Y ou should contact State of Delaware's COBRA Adminigtrator if you have any questions. The
phone number is: 800.877.7994.

WHEN YOUR COVERAGE UNDER COBRA ENDS
Y ou can lose the coverage you continued under COBRA if:

your employer no longer has any group health coverage;
you don't pay the premium on time;

you become eligible for Medicare; or

you get coverage under another group plan.

DIRECT BILLED PLANS

If your coverage under a group plan with Highmark Delaware ends, you may apply to Highmark
Delaware for adirect billed Conversion Plan. Y ou may also apply for a Conversion Plan when
COBRA continuation coverage is exhausted.

With a Conversion Plan, Highmark Delaware bills you directly for your coverage.

The Conversion plan may have different benefits from your group plan. It may cover fewer items
and pay alower amount. Conversion plans cover children through the end of the month in which
they reach age 26. Children over age 26 can apply for adirect billed plan of their own.

The following information applies to conversion plans:
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Y ou must apply within 30 days after the group plan ends.

Y ou cannot be eligible for any other group plan. Thisappliesif you're eligible through your
or your spouse's (or same-sex domestic partner’s), employer or any organization. It applies
evenif:

= the other plan has a preexisting condition limit, or

= the other plan denied your application.

Y ou cannot be eligible for Medicare.

There is no medical underwriting.

For more information about Conversion Plans or other direct billed plans, call Highmark Delaware's
Customer Service department at the number listed in the front of your booklet. If you do not residein
Delaware, you may contact your local Blue Cross Blue Shield plan for more information.
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A GUIDE TO FILING CLAIMSAND APPEALS

Always be sureto show your Highmark Delaware I D card when you receive car €l

HOW TO FILE CLAIMS

In most cases, claims are filed for you by your provider. Thisisusualy true when you use a
participating provider.

WHEN YOU USE A NETWORK PROVIDER

Highmark Delaware's network providers file claims with Highmark Delaware for you. They also
accept our allowable charge as full payment for covered services. You till pay your share (any
copayment, deductible or coinsurance). Highmark Delaware pays network providers for your
care.

WHEN YOU USE A NON-NETWORK PROVIDER

Non-Network providers fall into two categories: those who have contracts to participate with
Highmark Delaware, and those who do not.

Many doctors and other providers contract with Highmark Delaware. They are called
"participating providers'. These providers agree to accept our allowable charge as full payment.
They cannot bill you more than our allowable charge for covered services, even if their normal
chargeishigher. And, these providersfile claims with Highmark Delaware for you. So you don't
need to complete claim forms.

Some providers don't have a contract with us. They may ask you to pay the full cost for your
care, and they may bill you for amounts over our allowable charge.

If you receive care from a non-participating provider you may need to submit a claim for your
care. If we cover the service, well pay the allowable charge to you, less any copayment,
deductible or coinsurance. Thisis the same payment we make to participating providers. You
must pay any balance over our payment.

WHEN YOU'RE OUT OF AREA

When you receive care in another state, show your Highmark Delaware ID card. Providers
participating with the local plan may file your claim with the local plan.

Under the BlueCard® Program:

m  yOu pay any copayment or coinsurance;
m theloca plan accepts the provider's claim; and
m  payment is made to the provider.

IF YOUNEED TO FILEA CLAIM

To obtain aform, call Customer Service. You may also get the form from the Highmark
Delaware website, highmar kbcbsde.com.

Please follow the instructions on the form. Attach an itemized receipt from the provider. Send
your claim to this address:
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Claims
Highmark Blue Cross Blue Shield Delaware
P. O. Box 8831
Wilmington, DE 19899-8831

HOW TO APPEAL A CLAIM DECISION

Y ou have theright to afull and fair review of al claim decisions. Here's how the appeal process
works:

HIGHMARK DELAWARE'S APPEAL PROCESS

INITIAL SERVICE

Employee receives service and a clam isfiled by the employee (or by provider on employee's
behalf) with Highmark Delaware.

IF DENIED and employee has potential liability to provider,

LEVEL | APPEAL —ADMINISTERED BY HIGHMARK DELAWARE

Employee may file an appeal with Highmark Delaware within 180 days from receipt of the notice
of denial to request areview of theinitial claim decision,

= Highmark Delaware will review the appeal and provide awritten decision to the employee
a) Within 15 days for Pre-Service requests
b) Within 30 days for Post-Service requests

Expedited appeals may be requested for adenial relating to urgent care; Highmark Delaware will
notify the employee and provider within 72 hours. In the event that the denia of an expedited
appeal isupheld, or if the care requested is now considered urgent, the employee would skip the
Level 1l Appeal and move directly to aLevel 111 Appeal.

IF DENIAL ISUPHELD,

LEVEL Il APPEAL —ADMINISTERED BY HIGHMARK DELAWARE
Employee must file aLevel |1 appea within 60 days from receipt of the Level | appeal decision.

Note: If denial isrelated to urgent care, employee would skip the Level 11 appeal and move
directly toaLevel |1l Appeal.

= Highmark Delaware will review the appea and provide awritten decision to the employee
a) Within 15 days for Pre-Service requests
b) Within 30 days for Post-Service requests
IF DENIAL ISUPHELD,
LEVEL Il APPEAL —ADMINISTERED BY THE STATE OF DELAWARE
STATEWIDE BENEFITS OFFICE (SBO) AND/OR HIGHMARK DELAWARE

For medical judgment or necessity, including care that is cosmetic or experimental, the employee
may chooseto fileaLevel Il voluntary appeal to the SBO and/or an appeal administered by
Highmark.
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VOLUNTARY APPEAL TO THE STATEWIDE BENEFITS OFFICE

a) Employee may file an appeal of the denid in writing to SBO within 20 days of the postmark
date of the notice of denia of the Level 11 appeal (or within 20 days of the postmark date of
the notice of denia of an expedited Level | appeal). The appeal must contain employee
contact information (mailing address, telephone number, etc), awritten summary of events,
applicable Explanations of Benefits (EOBs), a copy of the employee’s Identification Card or
the plan name and employee’ sidentification number (as on Identification Card), any
additional documentation employee desiresto provide to support hig/her position.
Additionally, employee must sign and submit with the appeal, the State of Delaware’'s
Authorization for Release of Protected Health Information Form to provide authorization to
the Statewide Benefits Office to obtain applicable information from Highmark Delaware and
the SBO’s Health Plan Appeal Form and Checklist, both of which are available at
www.ben.omb.del aware.gov/medical/bcbs.

Employees submitting an appeal without a signed Authorization Form and/or completed
Health Plan Appeal Form and Checklist will be requested, in writing, to submit the forms.
Statewide Benefits Office will not begin to review the appeal until the Authorization Form
and the Appeal Form and Checklist are received. The Appeals Administrator from the
Statewide Benefits Office (or hig’her designee) will conduct an internal review of the appeal
and provide a written notice of the decision to the employee and Highmark Delaware with 30
days of receiving the appeal. The request for appeal should be sent to:

Appeals Administrator
RE: APPEAL
Statewide Benefits Office
97 Commerce Way, Suite 201
Dover, DE 19904

INDEPENDENT EXTERNAL REVIEW FACILITATED BY HIGHMARK DELAWARE

b) Employee may fileaLevel 111 appeal for an externa review for decisions involving medical
judgment or necessity, including care considered to be cosmetic or experimenta care, to
Highmark DE in writing within 4 months from the receipt of Highmark Delaware appea
notice. Please include the Highmark DE appeal decision letter and all relevant information.
Highmark DE will initiate an independent review through an Independent Review
Organization (IRO). The IRO will provide awritten decision within 45 days of assignment to
the IRO. If the treating physician certifiesthat a delay in receiving the services would
jeopardize the health of the employee, the IRO will provide the employee with awritten
decision within 72 hours.

For anon-medical denial, which is defined as an administrative decision regarding fee schedules,
contractua exclusions and benefit determination that do not require a medical staff review the
employee may file an appesl, to:

Appeals Administrator
RE: APPEAL
Statewide Benefits Office
97 Commerce Way, Suite 201
Dover, DE 19904

= Appea must contain how the employee may be contacted (mailing address, telephone
number, etc.) awritten summary of events, applicable Explanation of Benefits (EOBs), a
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copy of the employee’ s Identification Card or the plan name and employee’ sidentification
number (as on Identification Card) and any additional documentation employee desiresto
provide to support his/her position. Additionally, employee must sign and submit with appeal
the State of Delaware’ s Authorization for Release of Protected Health Information to provide
authorization to the Statewide Benefits Office to abtain applicable information from
Highmark Delaware. Thisform is available at www.ben.omb.del aware.gov/medical/bcbs.
Employees submitting an appeal without signed form will be requested, in writing, to submit
form. Statewide Benefits Office will not begin to review the appea until State of Delaware’s
Authorization for Release of Protected Health Information formis received.

= The Appeas Administrator from the Statewide Benefits Office (or his’her designee) will
conduct an internal review of the appeal and provide awritten notice of the decision to the
employee and Highmark Delaware within 30 days of receiving the appeal.

IF DENIAL ISUPHELD,

LEVEL 1V (FINAL) APPEAL —ADMINISTERED BY THE STATE OF DELAWARE
STATE EMPLOYEE BENEFITSCOMMITTEE (SEBC)

Employee may file awritten appeal to the State Employee Benefits Committee (SEBC) within 20
days of the postmark date of the notice of denial from the Level |11 Appeal.

Chair, State Employee Benefits Committee (SEBC)
RE: APPEAL
Office of Management and Budget
Haslet Armory, Third Floor, Suite 301
122 Martin Luther King, Jr. Boulevard South
Dover, DE 19901

The SEBC receives the appeal and:

a) ldentifies aHearing Officer (Division Director, Statewide Benefits Office). The Hearing
Officer conducts a hearing and submits a report to the SEBC within 60 days of the date of the
hearing. The SEBC accepts or modifies the report, and notice of the decision is postmarked to
the employee within 60 days; OR

b) Hearsthe appeal, and notice of the decision is postmarked to the empl oyee within 60 days of
the hearing.

ADDITIONAL LEVELSOF APPEALS

For information on additional levels of appeal availability, please see
http://ben.omb.delawar e.gov/medical/bcbs/documents/appeal -pr ocess.pdf ?ver=1208 or
telephone the State of Delaware's Benefits Office at 800.489.8933 or 302.739.8331.

Y ou may call Highmark Delaware or you may use the Highmark Delaware Appeal Form,
available at https.//www.highmar kbcbsde.com/downloads/forms/AppealFor m.pdf. Thereis
no cost to appeal, and Highmark Delaware will provide copies of records relevant to your claim
upon written request. Members should use the Designation of Personal Representative for
Appeal Purposes form (available at

https://www.highmar kbcbsde.com/downloads/forms/Designation_of Personal _Representati
ve_for_Appeal_Purposes.pdf) to designate a personal representative for purposes of an appeal.
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If you would like more information, please contact Highmark Delaware's Customer Service
Appeals Team by one of the methods bel ow.

Internet:
Visit our internet Customer Service Center at highmar kbchsde.com.

Telephone:

844.459.6452
800.232.5460 for the hearing impaired

Mail:
Highmark Blue Cross Blue Shield Delaware

PO Box 8832
Wilmington, DE 19899-8832
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COORDINATION OF BENEFITS

Highmark Delaware coordinates payments with any other plan that covers you, your spouse or your
dependents. We assure the combined payments don't exceed 100% of the Allowable Expense. This
process is described below.

Please note: In order to keep our records current we may periodically reach out to you via mail to
determine primacy of benefits for your covered dependents.

SPOUSAL BENEFITS
We will pay 20% for your spouse if:

your spouse' s employer has a benefit plan; and
your spouseis eligible; and
your spouse didn't join the plan.

See the section, A Guide to Enrollment Information, for special rules about enrolling your spouse.

TERMS

These terms are used to explain the rules for Coordination of Benefits (COB):

Allowable Expense is a necessary, reasonable and usua health care expense. The expense
must be covered at least in part by a plan that covers you.

COB Provision sets the order in which plans pay when you're covered by two or more plans.
Note: A member may not be covered more than once under the State of Delaware's Group
Health Insurance Program.

Other Plan is any arrangement you have that covers your health care.

Primary Plan isthe plan applied before any other plan. Benefits under this plan are set
without considering the other plan's benefits.

Secondary Plan isthe plan applied after the other plan. Benefits under this plan may be cut
because of the other plan's benefits.

ORDER OF BENEFITSDETERMINATION
The primary and secondary plan payments are set by these rules:

A plan with no COB rulesis primary over a plan with such rules.

A plan which covers you as an employee is primary over a plan which coversyou as a
dependent.

A plan which covers you as an active employeeis primary over a plan which coversyou as a
non-active employee. Non-active means alaid off or retired employee. Thisrule also applies
if you're the employee's dependent.

For achild covered by plans under both parents, these rules apply:

= The plan of the parent whose birthday comes first in the year is primary.

= If both parents have the same birthday, the plan that covered one parent longer is
primary.

= Theother plan's COB rules may set the payment order by the parent's gender. In this
case, the male parent's planis primary.
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m |f the parents are divorced or separated, this order applies:
= Fird, the plan of the parent with custody;
= Then, the plan of the spouse of the parent with custody; and
= Ladt, the plan of the parent not having custody.

This order can change by court decree. A court decree may make one parent responsible for
the child's health care costs. If so, that parent's planis primary.

m |If these rules don't decide the primary plan, then the plan covering you longest is primary.
m  There may be two or more secondary plans. If so, these rulesrepeat until this plan's
obligation for benefitsis set.
EFFECT ON BENEFITS
m  Whenthis planis primary, we pay without regard to any secondary plan.

m  When this plan is secondary, we account for payments made by other plans. We'll coordinate
with the other plans. Well make sure payments by all plans don't exceed the Allowable
Expenses. Our payment will never be more than if we were primary.

m |f the other planis primary and reduces or does not cover benefits because there is coverage
under this plan, then well calculate the benefit asiif:
= the State's plan is secondary, and
= the other plan had paid the normal payment.
COB AND MANAGED CARE REQUIREMENTS
The rules below will apply to you, your spouse and your dependent children. Please aso refer to
the section Managed Care Requirements.
COB When ThisPlan isPrimary
The State's managed care requirements must be followed. If they are not followed, benefits are
coordinated by applying the penalties of this plan.
COB When ThisPlan is Secondary

Highmark Delaware will never pay more than what we would pay if this plan were primary.

Y ou don't have to follow the State's managed care regquirements when this plan is secondary.
However, you should follow the primary plan's managed care requirements.

m If you do, both planswill pay up to the maximum.
m |f you don't, we'll apply the other plan's penalties when calculating your benefit payment.

We will coordinate benefitsif the primary plan:

m HasaPreferred Provider Network;
m IsaPoint of Service Plan.

Y ou will have to follow the primary plan's In-Network or Out-of-Network managed care
requirements to get the maximum payment.

Exceptions are:

m  Thisplan may cover care that the other plan doesn't cover. If this happens, we'll pay benefits
asif this plan were primary. Y ou must follow the State's managed care rules to receive
maximum payment.
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m  Theother plan may have aday or dollar maximum on a particular benefit. This plan will pay
benefitsiif:
= you've met the maximum for that benefit, and
= thisplan coversthe particular benefit.

The State's plan will pay until you are again eligible for that benefit under the other plan.

To file asecondary claim, you'll need to send Highmark Delaware a completed claim form (see A
Guide to Claims) and a copy of your Explanation of Benefits (EOB) from the other carrier. That
way we'll be able to see what the primary plan paid and what the managed care penalties were, if
any.

HOW COB WORKSWITH PROVIDER NETWORKS
If you are covered under both a State plan and another plan, we will coordinate benefits.

When ThisPlan isPrimary

If this plan is primary, the State's network and managed care regquirements will apply.

When ThisPlan is Secondary

If the primary (other) plan has managed care requirements or a provider network, you must
follow those requirements and utilize the network to get maximum payment for both the primary
and secondary (State) programs. If you followed the other plan's managed care requirements, you
don't have to follow the State's managed care requirements.

We will apply the other plan's out-of-network payment reductions when applicable.

RIGHT TO RECEIVE AND RELEASE NEEDED INFORMATION
We have the right to decide when to apply COB rules. To do this, we may obtain information as
needed. We may also release information to any organization or person as needed.

Y ou must give us the information we need to apply COB rules. Thisincludesinformation about
you and your dependents. If you do not cooperate, we may deny payment.

FACILITY OF PAYMENT

If we're primary, but the other plan paid a claim, we have the right to pay the other plan. Our
payment will be the amount we decide is our share under COB rules. Such a payment will meet
our obligation under this plan.

RIGHT OF RECOVERY
If we paid more than our share under COB rules, we'll recover the excess from:

m  you or any person to or for whom such payments were made;
m  any insurance plan;
m other organizations.

Please refer to the section, Subrogation and Right of Reimbur sement, in General Conditions,
below.
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HIGHMARK DELAWARE QUALITY INITIATIVES

Highmark Delaware is committed to offer you quality benefits and services. We have established a
clearly defined process to evaluate whether new health care technology and treatments are medically
appropriate and supported by sound research.

OUR EVALUATION PROCESS

Our Medical Technology Assessment Committee meets quarterly to evaluate newly proposed
technology and treatment benefits. The Committee is made up of

physicians;

NUrses,;

health care specialty providers; and
senior-level quality administrators.

The Committee consults comprehensive, nationally recognized research sources. These sources
may include reports from the National Institute of Health, the Journal of the American Medica
Association, the New England Journa of Medicine and others as needed.

The Committee uses the following evaluation criteria:

m  Thetechnology or treatment must have final approval from the appropriate regulatory body
(such asthe U.S. Food and Drug Administration).

m  The scientific evidence must be conclusive.

m  Thetechnology or treatment must improve overall health outcomes. The health improvement
must be available outside the investigational setting.

m  Thetechnology or treatment must be as good as other established treatment alternatives.

m  Thetechnology or treatment must be within the scope of local clinical practice and standards.

Through this process we help make sure that you receive quality health care benefits and services.

CURIOUS ABOUT QUALITY?

Highmark Delaware is proud to share with our members how we work to continuously improve
upon the services we offer. We invite you to request copies of Highmark Delaware’ s quality
improvement standards and initiatives by sending a written request to:

Highmark Blue Cross Blue Shield Delaware
Attn: Director of Quality Improvement
P.O. Box 1991
Wilmington, DE 19899-1991
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GENERAL CONDITIONS

RELEASE AND PROTECTION OF MEMBER INFORMATION

All personally identifiable information about individual Members (" Protected Health
Information") is subject to various statutory privacy standards, including state insurance
regulations implementing Title V of the Gramm-Leach-Bliley Act and the Health Insurance
Portability and Accountability Act of 1996 ("HIPAA™), and regulations adopted thereunder by the
Department of Health and Human Services (45 CFR Parts 160, 162, 164). In accordance with
those standards, Highmark Delaware may use and disclose Protected Health Information to
facilitate payment, treatment and health care operations as described in our Notice of Privacy
Practices (NPP). Copies of our current NPP are available in this booklet, at

highmar kbcbsde.com, or from Highmark Delaware's Privacy Office.

At its sole discretion, Highmark Delaware may make available, either directly or through a
designated vendor, member identity theft protection services. Any decision to accept or not
accept such services will not affect a member’s continued eligibility, benefits, premiums or cost-
sharing as described in this booklet. Highmark Delaware shall not be liable for, and the Member
shall hold Highmark Delaware harmless from, any matters arising from or relating to such
services.

DUAL ENROLLMENT
Y ou may have two or more benefit plans with us. If so, well coordinate benefits. However, you
may not be enrolled more than once through the State of Delaware.

TIMELIMITS
You must file aclaim within 2 years after you receive care. Wewon't pay aclaim filed past the 2
year limit.

DENIAL OF LIABILITY
We're not responsible for the quality of care you receive from a provider. Your coverage doesn't
give you any claim, right or cause of action against us based on care by a provider.

NON-ASSIGNABILITY
Any right you have to care is personal and cannot be assigned. Any right you have to paymentsis
personal. Your payment rights cannot be assigned without our written approval.

FINANCIAL RISK DISCLAIMER
Highmark Delaware provides administrative claims payment services only and does not assume
any financial risk or obligation with respect to claims.

SUBROGATION AND RIGHT OF REIMBURSEMENT

When we pay a claim, we are subrogated to all rights of reimbursement you have against any
third party. A third party includes, but is not limited to, another person, legal entity (such asa
corporation or self-insured plan), or insurer (providing you uninsured or underinsured automobile
coverage, other automobile coverage, workers compensation, malpractice, or other liability
coverage). We will have the soleright to interpret all rights and duties created by this section.
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Some examples of Highmark Delaware’ s rights include:

Constructivetrust. Accepting benefits from Highmark Delaware makes you and your
agents a congtructive trustee of any funds recovered from any third party. This constructive
trust will continue until Highmark Delaware receives payment. Failureto pay fundsto
Highmark Delaware will be considered a breach of your duty to the hedth care plan. No
settlement can be made without Highmark Delaware’ s written permission.

Subrogation lien. Accepting benefits from Highmark Delaware will result in an automatic
lien by Highmark Delaware against any recovery from any third party. This means Highmark
Delaware has the right to first dollar recovery of those funds, whether or not those funds
make you whole. First dollar means that Highmark Delaware has first priority to recover
from any and all payments made by the third party. Recovery means any judgment,
settlement or other obligation to pay money. Highmark Delaware is entitled to recovery from
any party possessing the funds.

Recovery from athird party. Highmark Delawareis entitled to be paid from any recovery,
no matter how the recovery is categorized. Some examples include recovery for lost wages
only or pain and suffering only. You will be responsible for any attorney’s fee and costs of
litigation.

Some examples of your responsibilities include:

Notifying Highmark Delaware. If you are involved in an accident or incident that resultsin
both Highmark Delaware paying a claim and you having a claim against any third party, you
must notify Highmark Delaware in writing within 30 days.

Cooperating with Highmark Delaware. You are required to cooperate with Highmark
Delaware and assist in the recovery from the third party.

LEGAL ACTION

There'sa 2 year time limit past which you cannot bring legal action against us for not paying a
claim. The period begins on the date of service.

POLICIESAND PROCEDURES
To make sure this plan functions as it should, we may adopt any reasonable:

policies;
procedures;
rules; and
interpretations.

You agree to abide by these rules. If you don't, we may cancel your coverage.

MISREPRESENTATION, FRAUD OR OTHER INTENTIONAL ACT
We may cancel your coverage if we learn:

Statements you made when you applied or afterward were untrue or not compl ete.

Y ou received or tried to receive benefits under this plan through misrepresentation, fraud or
other intentional misconduct.

Y ou helped someone elsein either of the acts noted above.
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OUT-OF-AREA SERVICES

Highmark Delaware has a variety of relationships with other Blue Cross and/or Blue Shield
Licenseesreferred to generally as “Inter-Plan Programs.” Whenever you obtain healthcare
services outside of our service area, the claims for these services may be processed through one
of these Inter-Plan Programs, which include the BlueCard Program and may include negotiated
National Account arrangements available between us and other Blue Cross and Blue Shield
Licensees.

Typicaly, when accessing care outside our service area, you will obtain care from healthcare
providers that have a contractual agreement (i.e., are “participating providers’) with the local
Blue Cross and/or Blue Shield Licensee in that other geographic area (“Host Blue”). In some
instances, you may obtain care from non-participating healthcare providers. Highmark
Delaware's payment practices in both instances are described below.

BLUECARD PROGRAM

Under the BlueCard Program, when you access covered healthcare services within the geographic
area served by a Host Blue, Highmark Delaware will remain responsible for fulfilling our
contractua obligations. However, the Host Blueis responsible for contracting with and generally
handling all interactions with its participating healthcare providers.

Whenever you access covered healthcare services outside our service areaand the claimis
processed through the BlueCard Program, the amount you pay for covered healthcare servicesis
calculated based on the lower of:

m  Thebilled covered charges for your covered services; or
m  Thenegotiated price that the Host Blue makes available to us.

Often, this “negotiated price” will be asimple discount that reflects an actua price that the Host
Blue pays to your healthcare provider. Sometimes, it is an estimated price that takes into account
special arrangements with your healthcare provider or provider group that may include types of
settlements, incentive payments, and/or other credits or charges. Occasionally, it may be an
average price, based on a discount that results in expected average savings for similar types of
healthcare providers after taking into account the same types of transactions as with an estimated
price.

Estimated pricing and average pricing, going forward, also take into account adjustments to
correct for over- or underestimation of modifications of past pricing for the types of transaction
modifications noted above. However, such adjustments will not affect the price we use for your
claim because they will not be applied retroactively to claims already paid.

Lawsinasmall number of states may require the Host Blue to add a surcharge to your
calculation. If any state laws mandate other liability calculation methods, including a surcharge,
we would then calculate your liability for any covered healthcare services according to applicable
law.

NON-PARTICIPATING HEALTHCARE PROVIDERS OUTSIDE HIGHMARK DELAWARE'S
SERVICE AREA

Your (Member) Liability Calculation

When Out-of-Area Covered Healthcare Services are received from non-participating healthcare
providers, the amount you pay for such services will generally be based on either the Host Blue's
non-participating healthcare provider local payment or the pricing arrangements required by
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applicable state law. In these situations, you may be liable for the difference between the amount
that the non-participating healthcare provider bills and the payment we will make for the covered
services as set forth in the State of Delaware contract.

68



DEFINITIONS

Admission: Thetimeyou'reaninpatient in a
= hospitd

m  skilled nursing home

m  other facility

The admission runs from the day you're admitted until discharge.

Allowable Charge: The price Highmark Delaware determines is reasonable for care or supplies. See
"Allowable Charge Calculations Under the BlueCard Program" in General Conditions for more
information.

Ambulatory Surgical Centers: Approved outpatient facilities for surgeries.
Birthing Center: Maternity centers that monitor normal pregnancies and perform deliveries.

Blue Distinction Centersfor Bariatric Surgery (BDCBYS) refers to facilities recognized by the Blue
Cross Blue Shield Association to have demonstrated its commitment to quality care, resulting in better
overall outcomes for bariatric patients. Each facility meets stringent clinical criteria, developedin
collaboration with expert physicians and medical organizations*, including the American Society for
Metabolic and Bariatric Surgery (ASMBS), the Surgical Review Corporation (SRC) and the American
College of Surgeons (ACS), and is subject to periodic reevaluation as criteria continue to evolve. A list of
these facilities may be found at bcbs.com.

Blue Distinction Centersfor Transplants (BDCT): BDCTs arefacilities which participatein a Blue
Cross Blue Shield Association transplant program and have demonstrated commitments to quality care,
resulting in better overall outcomes for organ transplant patients. A list of these facilities and their
transplant programs may be found at bcbs.com.

Coinsurance: The percent of alowable charges you pay.

Coinsurance Expense Limit: The total amount of coinsurance you pay. When you reach the Limit, our
payments increase to 100% of allowable charges. The Limit does not include:

m  copayments, if any
m  amounts over the allowable charge
m chargesfor non-covered care

Consultation: Aninterview or exam by adoctor other than the doctor treating you. The doctor is
usually a specialist.

Copayment: The amount you pay at the time of service.
Deductible: The amount you pay before benefits are applied.

Doctor or Physician: A licensed physician, osteopath, podiatrist or dentist. Such a provider must be
acting within the scope of hisor her license. (Coverage for dental careislimited. See Surgical and
Medical Benefits and What Is Not Covered sections, above.)

Facility: A hospitd, skilled nursing home, outpatient care site or like institution.

Highmark Delaware: Highmark Blue Cross Blue Shield Delaware.
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Hospital:
» Acute Hospital: Aninstitution or division of aninstitution. On an inpatient basis, it primarily
provides diagnostic and therapeutic facilities for:
= surgica and medical diagnosis and treatment
= careof obstetric cases

Acute hospitals must be approved by:
= the Joint Commission on Accreditation of Healthcare Organizations (JCAHO), or
= the American Osteopathic Association (AOA)

Such hospitals charge for their care and receive payments from patients. Facilities and care are
supervised or rendered by a staff of licensed doctors. Such hospitals provide 24 hour a day
nursing care. The nursing care is under the supervision of registered graduate nurses.

= Non-Acute Hospital: An institution that provides care distinct from care usually received in an
Acute Hospital. It may be adivision, section or part of an Acute Hospital. Non-Acute Hospitals
must be approved by:
» Highmark Delaware
= the appropriate state or local agency (if required by law)

Such hospitals charge for their care and receive payments from patients.

» Theterm Hospital does not include the following:
= nursing homes
rest homes
health resorts
homes for aged
infirmaries or places solely for domiciliary care, custodia care, care of drug addiction or
alcoholism
= similar facilities that provide mostly nonmedical services

Imaging: A diagnostic process that shows soft tissue and bones. Thisincludes X-rays, mammograms
and magnetic resonance imaging (MRI).

Inpatient: A personinahospital, skilled nursing home or other facility for an overnight stay.
Machine Test: A test using adeviceto diagnose a condition. Thisincludes EKGs and EEGs.

Medically Necessary: Care, required to identify or treat a condition, which:

m isconsistent with the symptoms or treatment of the condition

m  meets the standards of accepted practice

= isnot soley for anyone's convenience, and

m isthe most appropriate supply or level of care which can be safely provided. For inpatient care, it
means the care cannot be safely provided as an outpatient.

Network Provider: A provider with acontract to be amember of Highmark Delaware's preferred
network. Network Provider also means any provider available to the Insured through the National Blue
Cross Blue Shield BlueCard network.

Outpatient: A person receiving care while not an inpatient.

Participating Provider: A provider with a Highmark Delaware participating contract. Participating
providers will not bill you over the allowable charge for a covered service.

Prescription Drugs: Drugs which are:

m obtained only through a doctor's prescription
m listed inthe U.S. Pharmacopoeia or National Formulary, and
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m  approved by the Food & Drug Administration
Provider: The organization or person giving care, supplies or drugs.
Reopening Period/Open Enrollment Period: The time when you may make changes to your coverage.

Residential Treatment Facility: A Fecility Provider, which for compensation by its patients, is primarily
engaged in providing intensive, structured psychological services, either directly by or under the
supervision of amedical professional, to treat behavioral, emotional, mental, or psychological problems.
This Facility must also meet the minimum standards set by appropriate government agencies.

Semiprivate Room: A room with at least two beds.
Specialist: A doctor to whom you are referred for care. Sometimes called a Referral Doctor.

Spouse: A person to whom you are married or partnered in acivil union, pursuant to the laws of the
State of Delaware.

Substance Abuse Treatment Facility: A Facility Provider which, for compensation from its patients, is
primarily engaged in providing detoxification and/or rehabilitation treatment for alcohol abuse and/or
drug abuse. Thisfacility must aso meet the minimum standards set by appropriate government agencies.

We, Usor Our: Refersto Highmark Blue Cross Blue Shield Delaware.

You and Your: Refersto the employee or any of the employee's eligible dependents enrolled in this
plan.
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IMPORTANT PHONE NUMBERSAND ADDRESSES

Customer Service:

(For questions about benefits, claims and
membership)

Customer Service

Highmark Blue Cross Blue Shield Delaware
P. O. Box 1991

Wilmington, DE 19899-1991

All Calls: 844.459.6452

Behavioral Health Care Department:
(For Mental Health and Substance Abuse
Managed Care Program)

Behavioral Health Care Department
Highmark Blue Cross Blue Shield Delaware
P.O. Box 1991

Wilmington, DE 19899-1991

All Calls: 800.421.4577

Your Doctor(s):

M edical Management and Policy Department:
(For Managed Care)

Medical Management and Policy Department
Highmark Blue Cross Blue Shield Delaware
P. O. Box 1991

Wilmington, DE 19899-1991

All Calls: 800.572.2872

Claims:
(For sending in your health care claims)

Claims

Highmark Blue Cross Blue Shield Delaware
P.O. Box 8831

Wilmington, DE 19899-8831

(Write down your doctors Names and Phone Numbers for all family members)

Member's Name

Doctor's Name

Phone Number
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Si necesita ayuda para traducir estainformacion, por favor comuniquese con el departamento de Servicios a miembros de Highmark Delaware al nimero a réves de su
tarjeta de identificacion de Highmark Delaware. Estos servicios estan disponibles de lunes a viernes, de 8:00 a 19:00.

HIGHMARK BLUE CROSSBLUE SHIELD DELAWARE
NOTICE OF PRIVACY PRACTICES

PART | — NOTICE OF PRIVACY PRACTICES (HIPAA)

THISNOTICE DESCRIBESHOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU
CAN GET ACCESSTO THISINFORMATION. PLEASE REVIEW IT CAREFULLY. THISNOTICE ALSO DESCRIBESHOW WE
COLLECT, USE AND DISCLOSE NON-PUBLIC PERSONAL FINANCIAL INFORMATION.

Our Legal Duties

At Highmark Blue Cross Blue Shield Delaware (“Highmark Delaware”), we are committed to protecting the privacy of your “Protected Health
Information” (PHI). PHI isyour individually identifiable health information, including demographic information, collected from you or created or
received by a health care provider, a health plan, your employer, or a health care clearinghouse that relates to: (i) your past, present, or future physical
or mental health or condition; (ii) the provision of health careto you; or (iii) the past, present, or future payment for the provision of health care to
you.

This Notice describes our privacy practices, which include how we may use, disclose, collect, handle, and protect our members' protected health
information. We are required by applicable federal and state laws to maintain the privacy of your protected health information. We also are required
by the HIPAA Privacy Rule (45 C.F.R. parts 160 and 164, as amended) to give you this Notice about our privacy practices, our legal duties, and your
rights concerning your protected health information. We are also required to notify affected individuals following a breach of unsecured health
information.

We will inform you of these practices the first time you become a Highmark Del aware customer. We must follow the privacy practices that are
described in this Notice aslong asit isin effect. This Notice becomes effective September 23, 2013, and will remain in effect unless we replace it.

On an ongoing basis, we will review and monitor our privacy practices to ensure the privacy of our members' protected health information. Due to
changing circumstances, it may become necessary to revise our privacy practices and the terms of this Notice. We reserve the right to make the
changesin our privacy practices and the new terms of our Notice will become effective for all protected health information that we maintain,
including protected health information we created or received before we made the changes. Before we make a material change in our privacy
practices, we will change this Notice and notify all affected membersin writing in advance of the change. Any change to this notice will be posted on
our website and we will further notify you of any changes in our annual mailing.

Y ou may request a copy of our Notice at any time. For more information about our privacy practices, or for additional copies of this Notice, please
contact us using the information listed at the end of this Notice.

I.  Usesand Disclosures of Protected Health I nfor mation

In order to administer our health benefit programs effectively, we will collect, use and disclose protected health information for certain of our
activities, including payment and health care operations.
A. Usesand Disclosures of Protected Health Information for Payment and Health Care Operations

The following is a description of how we may use and/or disclose protected health information about you for payment and health care
operations:

Payment

We may use and disclose your protected health information for all activities that are included within the definition of “payment” as set out

in 45 C.F.R. § 164.501. We have not listed in this Notice al of the activities included within the definition of “ payment,” so please refer to
45 C.F.R. § 164.501 for a completelist.

» For example:
We may use and disclose your protected health information to pay claims from doctors, hospitals, pharmacies and others for services
delivered to you that are covered by your health plan, to determine your eligibility for benefits, to coordinate benefits, to examine

medical necessity, to obtain premiums, and/or to issue explanations of benefits/payments to the person who subscribes to the health
plan in which you participate.

Health Care Operations

We may use and disclose your protected health information for all activities that are included within the definition of “health care
operations” as set out in 45 C.F.R. § 164.501. We have not listed in this Notice all of the activities included within the definition of “health
care operations,” so please refer to 45 C.F.R. § 164.501 for a complete list.

» For example:

We may use and disclose your protected health information to rate our risk and determine the premium for your health plan, to
conduct quality assessment and improvement activities, to credential health care providers, to engage in care coordination or case
management, and/or to manage our business.

B. Usesand Disclosures of Protected Health Information To Other Entities

We also may use and disclose protected health information to other covered entities, business associates, or other individuals (as permitted
by the HIPAA Privacy Rule) who assist usin administering our programs and delivering services to our members.

(i) Business Associates.



In connection with our payment and health care operations activities, we contract with individuals and entities (called “business
associates’) to perform various functions on our behalf or to provide certain types of services (such as member service support,
utilization management, subrogation, or pharmacy benefit management). To perform these functions or to provide the services,
business associates will receive, create, maintain, use, or disclose protected health information, but only after we require the business
associates to agree in writing to contract terms designed to appropriately safeguard your information.

(ii) Other Covered Entities.

In addition, we may use or disclose your protected health information to assist health care providersin connection with their treatment
or payment activities, or to assist other covered entities in connection with certain of their health care operations. For example, we
may disclose your protected health information to a health care provider when needed by the provider to render treatment to you, and
we may disclose protected health information to another covered entity to conduct health care operations in the areas of quality
assurance and improvement activities, or accreditation, certification, licensing or credentialing.

Other Possible Uses and Disclosures of Protected Health | nfor mation

In addition to uses and disclosures for payment and health care operations, we may use and/or disclose your protected health information for the
following purposes.

A.

To Plan Sponsors

We may disclose your protected health information to the plan sponsor of your group health plan to permit the plan sponsor to perform plan
administration functions. For example, a plan sponsor may contact us regarding a member’s question, concern, issue regarding claim,
benefits, service, coverage, etc. We may also disclose summary health information (thistype of information is defined in the HIPAA
Privacy Rule) about the enrollees in your group health plan to the plan sponsor to obtain premium bids for the health insurance coverage
offered through your group health plan or to decide whether to modify, amend or terminate your group health plan.

Required by Law
We may use or disclose your protected health information to the extent that federal or state law requires the use or disclosure. For example,

we must disclose your protected health information to the U.S. Department of Health and Human Services upon request for purposes of
determining whether we are in compliance with federal privacy laws.

Public Health Activities

We may use or disclose your protected health information for public health activities that are permitted or required by law. For example,
we may use or disclose information for the purpose of preventing or controlling disease, injury, or disability.

Health Oversight Activities

We may disclose your protected health information to a health oversight agency for activities authorized by law, such as: audits;
investigations; inspections; licensure or disciplinary actions; or civil, administrative, or criminal proceedings or actions. Oversight agencies
seeking this information include government agencies that oversee: (i) the health care system; (ii) government benefit programs; (iii) other
government regulatory programs; and (iv) compliance with civil rights laws.

Abuse or Neglect

We may disclose your protected health information to a government authority that is authorized by law to receive reports of abuse, neglect,
or domestic violence.

L egal Proceedings
We may disclose your protected health information: (1) in the course of any judicia or administrative proceeding; (2) in response to an
order of a court or administrative tribunal (to the extent such disclosure is expressly authorized); and (3) in response to a subpoena, a

discovery request, or other lawful process, once we have met all administrative requirements of the HIPAA Privacy Rule. For example, we
may disclose your protected health information in response to a subpoena for such information.

Law Enforcement
Under certain conditions, we also may disclose your protected health information to law enforcement officials. For example, some of the

reasons for such a disclosure may include, but not be limited to: (1) it is required by law or some other legal process; or (2) it is necessary
to locate or identify a suspect, fugitive, material witness, or missing person.

Coroners, Medical Examiners, Funeral Directors, and Organ Donation

We may disclose protected health information to a coroner or medical examiner for purposes of identifying a deceased person, determining
a cause of death, or for the coroner or medical examiner to perform other duties authorized by law. We also may disclose, as authorized by
law, information to funeral directors so that they may carry out their duties. Further, we may disclose protected health information to
organizations that handle organ, eye, or tissue donation and transplantation.

Research

We may disclose your protected health information to researchers when an institutional review board or privacy board has: (1) reviewed the
research proposal and established protocols to ensure the privacy of the information; and (2) approved the research.
To Prevent a Serious Threat to Health or Safety

Consistent with applicable federal and state laws, we may disclose your protected health information if we believe that the disclosureis
necessary to prevent or lessen a serious and imminent threat to the health or safety of a person or the public.



Military Activity and National Security, Protective Services

Under certain conditions, we may disclose your protected health information if you are, or were, Armed Forces personnel for activities
deemed necessary by appropriate military command authorities. If you are a member of foreign military service, we may disclose, in
certain circumstances, your information to the foreign military authority. We also may disclose your protected health information to
authorized federa officials for conducting national security and intelligence activities, and for the protection of the President, other
authorized persons, or heads of state.

Inmates

If you are an inmate of a correctional institution, we may disclose your protected health information to the correctional institution or to a
law enforcement official for: (1) the ingtitution to provide health care to you; (2) your health and safety and the health and safety of others;
or (3) the safety and security of the correctional institution.

. Workers Compensation

We may disclose your protected health information to comply with workers' compensation laws and other similar programs that provide
benefits for work-related injuries or illnesses.

Otherslnvolved in Your Health Care

Unless you object, we may disclose your protected health information to a friend or family member that you have identified as being
involved in your hedlth care. We aso may disclose your information to an entity assisting in a disaster relief effort so that your family can
be natified about your condition, status, and location. If you are not present or able to agree to these disclosures of your protected health
information, then we may, using our professional judgment, determine whether the disclosure isin your best interest.

Underwriting

We may disclose your protected health information for underwriting purposes; however, we are prohibited from using or disclosing your
genetic information for these purposes.

Health Infor mation Exchange

We will participate in a Health Information Exchange (HIE). An HIE is primarily a secure electronic data sharing network. |n accordance
with federal and state privacy regulations, regiona health care providers participate in the HIE to exchange patient information in order to
facilitate health care, avoid duplication of services, such astests, and to reduce the likelihood that medical errorswill occur. The HIE
allows your health information to be shared among authorized participating healthcare providers, such as health systems, hospitals and
physicians, for the purposes of Treatment, Payment or Healthcare Operations purposes. Examples of this health information may include:

o General laboratory, pathology, transcribed radiology reports and EKG Images.

¢ Results of outpatient diagnostic testing (Gl testing, cardiac testing, neurological testing, etc.)
Health Maintenance documentation/Medication

Allergy documentation/lmmunization profiles

o Progress notes/Urgent Care visit progress notes

¢ Consultation notes

e [npatient operative reports

¢ Discharge summary/Emergency room visit discharge summary notes

All participating providers who provide services to you will have the ability to access your information. Providers that do not provide
services to you will not have access to your information. Information may be provided to others as necessary for referral, consultation,
treatment or the provision of other healthcare services, such as pharmacy or laboratory services. All participating providers have agreed to a
set of standards relating to their use and disclosure of the information available through the HIE. Y our health information shall be available
to all participating providers through the HIE.

Y ou cannot choose to have only certain providers access your information. Patients who do not want their health information to be

accessible through the HIE may choose not to participate or may “opt-out.” In order to opt-out, you must complete an opt-out Form, which
isavailable at highmarkbchbsde.com or by calling the customer service number located on the back of your membership card. Y ou should
be aware, if you choose to opt-out, your health care providers will not be able to access your health information through the HIE. Even if
you chose to opt-out, your information will be sent to the HIE, but providers will not be able to access thisinformation. Additionally, your
opt-out does not affect the ability of participating providers to access health information entered into the HIE prior to your opt-out
submission.

Required Disclosures of Your Protected Health Infor mation
The following is a description of disclosures that we are required by law to make:

A.

Disclosuresto the Secretary of the U.S. Department of Health and Human Services

We are required to disclose your protected health information to the Secretary of the U.S. Department of Health and Human Services when
the Secretary isinvestigating or determining our compliance with the HIPAA Privacy Rule.

Disclosuresto You

We are required to disclose to you most of your protected health information that isin a“ designated record set” (defined below) when you
reguest access to this information. We also are required to provide, upon your request, an accounting of many disclosures of your protected
health information that are for reasons other than payment and health care operations.

. Other Uses and Disclosuresof Your Protected Health | nfor mation



Sometimes we are required to obtain your written authorization for use or disclosure of your health information. The uses and disclosures that
reguire an authorization under 45 C.F.R. § 164.508(a) are:

1. For marketing purposes
2. If weintend to sell your PHI

3. For use of Psychotherapy notes, which are notes recorded (in any medium) by a health care provider who is a mental health professional
documenting or analyzing the contents of a conversation during a private counseling session or a group, joint, or family counseling session
and that are separated from the rest of the individual's medical record. An Authorization for use of psychotherapy notesis required unless:

a  Used by the person who created the psychotherapy note for treatment purposes, or
b.  Used or disclosed for the following purposes:

(i) theprovider's own training programsin which students, trainees, or practitionersin mental health learn under supervision to
practice or improve their skillsin group, joint family or individual counseling;

(ii) for the provider to defend itself in alegal action or other proceeding brought by an individual that isthe subject of the notes;
(iii) if required for enforcement purposes;

(iv) if mandated by law;

(v) if permitted for oversight of the provider that created the note,

(vi) to acoroner or medical examiner for investigation of the death of any individual in certain circumstances; or

(vii) if needed to avert a serious and imminent threat to health or safety.

Other uses and disclosures of your protected health information that are not described above will be made only with your written authorization.
If you provide us with such an authorization, you may revoke the authorization in writing, and this revocation will be effective for future uses
and disclosures of protected health information. However, the revocation will not be effective for information that we already have used or
disclosed, relying on the authorization.

Your Individual Rights
The following is a description of your rights with respect to your protected health information:
A. Right to Access

Y ou have the right to ook at or get copies of your protected health information in a designated record set. Generally, a“designated record
set” contains medical and billing records, as well as other records that are used to make decisions about your health care benefits. However,
you may not inspect or copy psychotherapy notes or certain other information that may be contained in adesignated record set.

Y ou may request that we provide copiesin aformat other than photocopies. We will use the format you request unless we cannot
practicably do so, if you request the information in an electronic format that is not readily producible, we will provide theinformationin a
readable electronic format as mutually agreed upon. Y ou must make arequest in writing to obtain access to your protected health
information.

To inspect and/or copy your protected health information, you may obtain aform to request access by using the contact information listed
at the end of this Notice. Y ou may also request access by sending us a letter to the address at the end of this Notice. The first request within
a 12-month period will be free. If you request access to your designated record set more than once in a 12-month period, we may charge
you areasonable, cost-based fee for responding to these additional requests. If you request an alternative format, we will charge a cost-
based fee for providing your protected health information in that format. If you prefer, we will prepare a summary or an explanation of
your protected health information for afee. Contact us using the information listed at the end of this Notice for afull explanation of our fee
structure.

We may deny your request to inspect and copy your protected health information in certain limited circumstances. If you are denied access
to your information, you may request that the denial be reviewed. A licensed health care professiona chosen by uswill review your request
and the denia. The person performing this review will not be the same one who denied your initial request. Under certain conditions, our
denial will not be reviewable. If this event occurs, we will inform you in our denial that the decision is not reviewable.

B. Right toan Accounting

Y ou have aright to an accounting of certain disclosures of your protected health information that are for reasons other than treatment,
payment or health care operations. Y ou should know that most disclosures of protected health information will be for purposes of payment
or health care operations.

An accounting will include the date(s) of the disclosure, to whom we made the disclosure, a brief description of the information disclosed,
and the purpose for the disclosure. Y ou may request an accounting by contacting us at the Customer Service phone number on the back of
your identification card, or submitting your request in writing to the Highmark Delaware Privacy Office, P. O. Box 8835, Wilmington, DE
19899-8835. Y our request may be for disclosures made up to 6 years before the date of your request, but in no event, for disclosures made
before April 14, 2003.

Thefirst list you request within a 12-month period will be free. If you request thislist more than oncein a 12-month period, we may charge
you areasonable, cost-based fee for responding to these additional requests. Contact us using the information listed at the end of this Notice
for afull explanation of our fee structure.

C. Right to Request a Restriction

Y ou have the right to request arestriction on the protected health information we use or disclose about you for treatment, payment or health
care operations. We are not required to agree to these additional restrictions, but if we do, we will abide by our agreement unless the



information is needed to provide emergency treatment to you. Any agreement we may make to a request for additional restrictions must be
in writing signed by a person authorized to make such an agreement on our behalf. We will not be bound unless our agreement is so
memorialized in writing. We have aright to terminate this restriction, however if we do so, we must inform you of this restriction.

Y ou may request arestriction by contacting us at the Customer Service phone number on the back of your identification card, or writing to
the Highmark Delaware Privacy Office, P. O. Box 8835, Wilmington, DE 19899-8835. In your request tell us: (1) the information whose
disclosure you want to limit; and (2) how you want to limit our use and/or disclosure of the information.

D. Right to Request Confidential Communications

If you believe that adisclosure of all or part of your protected health information may endanger you, you have the right to request that we
communicate with you in confidence about your protected health information by alternative means or to an alternative location. For
example, you may ask that we contact you only at your work address or via your work e-mail.

Y ou must make your request in writing, and you must state that the information could endanger you if it is not communicated in confidence
by the alternative means or to the aternative location you want. We must accommodate your request if it is reasonable, specifies the
alternative means or location, and continues to permit us to collect premiums and pay claims under your health plan, including issuance of
explanations of benefits/payments to the subscriber of the health plan in which you participate.

In the event that a Confidential Communication is placed against you, then you will no longer have the ability to access any of your health
and/or policy information online.

E. Right to Request Amendment

If you believe that your protected health information is incorrect or incomplete, you have the right to request that we amend your protected
health information. Y our request must be in writing, and it must explain why the information should be amended.

We may deny your request if we did not create the information you want amended or for certain other reasons. |f we deny your request, we
will provide you awritten explanation. Y ou may respond with a statement of disagreement to be appended to the information you wanted
amended. If we accept your request to amend the information, we will make reasonable efforts to inform others, including people you
name, of the amendment and to include the changesin any future disclosures of that information.

F. Right toaPaper Copy of thisNotice

If you receive this Notice on our web site or by electronic mail (e-mail), you are entitled to receive this Notice in written form. Please
contact us using the information listed at the end of this Notice to obtain this Notice in written form.

V1. Questionsand Complaints

If you want more information about our privacy policies or practices or have questions or concerns, please contact us using the information
listed below.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your protected
health information or in response to arequest you made to amend or restrict the use or disclosure of your protected health information or to have
us communicate with you in confidence by aternative means or at an alternative location, you may complain to us using the contact information
listed below.

Y ou also may submit a written complaint to the U.S. Department of Health and Human Services. We will provide you with the addressto file
your complaint with the U.S. Department of Health and Human Services upon request.

We support your right to protect the privacy of your protected health information. We will not retaliate in any way if you choose to filea
complaint with us or with the U.S. Department of Health and Human Services.

Contact Office: Highmark Delaware Privacy Office
Telephone: 1-866-568-3790 (toll free)

Fax: 1-877-750-2364

Address: P.O. Box 8835

Wilmington, DE 19899-8835

PART Il —NOTICE OF PRIVACY PRACTICES (GRAMM-LEACH-BLILEY)

Highmark Blue Cross Blue Shield Delaware (Highmark Delaware) is committed to protecting its members' privacy. This notice describes our
policies and practices for collecting, handling and protecting personal information about our members. We will inform each group of these policies
the first time the group becomes a Highmark Delaware member and will annually reaffirm our privacy policy for aslong as the group remains a
Highmark Delaware customer. We will continually review our privacy policy and monitor our business practices to help ensure the security of our
members personal information. Due to changing circumstances, it may become necessary to revise our privacy policy in the future. Should such a
change be required, we will notify all affected customersin writing in advance of the change.

In order to administer our health benefit programs effectively, we must collect, use and disclose non-public personal financial information. Non-
public personal financial information is information that identifies an individual member of a Highmark Delaware health plan. It may include the
member’ s name, address, tel ephone number and Social Security number or it may relate to the member’s participation in the plan, the provision of
health care services or the payment for health care services. Non-public personal financial information does not include publicly available
information or statistical information that does not identify individual persons.

Infor mation we collect and maintain: We collect non-public personal financial information about our members from the following sources:

¢  Wereceive information from the members themselves, either directly or through their employers or group administrators. Thisinformation
includes personal data provided on applications, surveys or other forms, such as name, address, Social Security number, date of birth, marital
status, dependent information and employment information. It may also include information submitted to usin writing, in person, by telephone
or electronically in connection with inquiries or complaints.




We collect and create information about our members’ transactions with Highmark Delaware, our affiliates, our agents and health care
providers. Examples are: information provided on health care claims (including the name of the health care provider, a diagnosis code and the
services provided), explanations of benefits/payments (including the reasons for claim decision, the amount charged by the provider and the
amount we paid), payment history, utilization review, appeals and grievances.

Infor mation we may disclose and the pur pose: We do not sell any personal information about our members or former members for marketing

purposes. We use and disclose the personal information we collect (as described above) only as necessary to deliver health care products and services
to our members or to comply with legal requirements. Some examples are:

We use persona information internally to manage enrollment, process claims, monitor the quality of the health services provided to our
members, prevent fraud, audit our own performance or to respond to members' requests for information, products or services.

We share personal information with our affiliated companies, health care providers, agents, other insurers, peer review organizations, auditors,
attorneys or consultants who assist us in administering our programs and delivering health services to our members. Our contracts with all such
service providers require them to protect the confidentiality of our members' personal information.

We may share personal information with other insurers that cooperate with us to jointly market or administer health insurance products or
services. All contracts with other insurers for this purpose require them to protect the confidentiaity of our members' personal information.
We may disclose information under order of a court of law in connection with alegal proceeding.

We may disclose information to government agencies or accrediting organizations that monitor our compliance with applicable laws and
standards.

We may disclose information under a subpoena or summons to government agencies that investigate fraud or other violations of law.

How we protect infor mation: We restrict access to our members' non-public personal information to those employees, agents, consultants and

health care providers who need to know that information to provide health products or services. We maintain physical, electronic, and procedural
safeguards that comply with state and federal regulations to guard non-public personal financial information from unauthorized access, use and
disclosure.

For questions about this Privacy Notice, please contact:

Contact Office:  Highmark Delaware Privacy Office
Telephone: 1-866-568-3790 (toll free)

Fax:

1-877-750-2364

Address: P.O. Box 8835

Wilmington, DE 19899-8835
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